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ROCHE LABORATORIES IS PRIVILEGED TO ANNOUNCE A NEW 
DEVELOPMENT TO STOP AS WELL AS TO PREVENT VOMITING 
AND NAUSEA The first specific 

antiemetic/antinauseant entity 


New advanced 
standards of 
antiemetic specificity 
and safety 


TIGAN IS NOT A CONVERTED ANTIHISTAMINE, NOT A CONVERTED 
TRANQUILIZER, NOT A CONVERTED SEDATIVE, NOT A COMBINATION. 


1. Chemically —different as well as new—a specific antiemetic entity. 

2. Pharmacologically—different as well as new—no demonstrable effects other than antiemesis. 

3. Therapeutically —different as well as new—stops active vomiting in addition to prophylactically 
preventing nausea and emesis. 

4. Clinically —different as well as new—effective in the widest range of common and special situations, 
such as nausea and vomiting of pregnancy, G.I. disorders, drug-induced vomiting and travel sickness. 

5. Practically —different as well as new—patients may drive, fly and work in hazardous situations, 
even when previously interdicted with other agents. 


Dosage: The usual adult dosage is one to two capsules four times a day. 
ROCHE" 


brand of trimethobenzamide 
ROCHE 


LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. & 
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It spares them from the usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine ([Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing 
hypertension, although the daily dosage required is higher than that of reserpine. Severe 
side-effects are infrequent, and this attribute of syrosingopine is its chief advantage over 
other Rauwolfia preparations. The drug appears useful in the management of patients with 
essential hypertension.”* 

*Herrmann, G. R., Vogelpohi, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (April 4) 1959. 


(syrosingopine CIBA) 


First drug to try in new hypertensive patients 
First drug to add in hypertensive patients already on medication 


supped: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 
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a significant medical advance 
for peripheral vascular disorders 


CYCLOSPASMOL 


Cyclandelate (3,5,5-Trimethylcyclohexyl Mandelate), 
tves-Cameron; U.S. Patent No. 2,707,193 


e Orally effective 


e Clinically proved 
e Well tolerated—notably few side-effects 


CYCLOSPASMOL provides a reliable, effective oral treatment for 
peripheral vascular diseases—vasospastic and occlusive. By its direct 
action on vascular musculature, CYCLOSPASMOL causes vasodilata- 
tion. It, therefore, promotes optimal tissue response and healing. 

“The criteria of success were not only the clinical course, but 
also objective symptoms, such as claudication time, healing of 
extensive gangrenous lesions, and skin temperature.””! 


Ulceration after three months’ dura- After three weeks’ treatment with After six weeks’ treatment with Cy- 
tion, refractory to other forms of CYCLOSPASMOL and topical antibac- CLOSPASMOL 
treatment terial agent 


For control of intermittent claudication in: 


Arteriosclerosis obliterans 
Raynaud’s disease 


Buerger’s disease (thromboangiitis obliterans) 


Also indicated in: 
Uleerations—diabetic, trophic 
Circulatory impairment in feet, legs and hands 


IVG SUPPLIED: Tablets, 100 mg., bottles of 100. 
IVES-CAMERON Comprehensive literature on request , 
COMPANY REFERENCE: 1. Van Wijk, T.W.: Angiology 4:108, 1953. BrsuiocraPny: 1. Gillhespy, R.O.: Brit. , 
e M. J. 2:1543, 1957. 2. Gillhespy, R.O.: Angiology 7:27, 1956. 3. Winsor, T.: Angiology 4:134, 1953. re 
Philadelphia 1, Pa. 4. Reeder, J.J.: Geneesk. gids. $1:370, 1953. 5. Kappert, A.: Schweiz. med. Wehnschr. 85:237, 1955. : 
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release from pain and inflammation 


with BUFFERIN. ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 


The analgesic and specific anti-inflammatory action of Burrertin helps 
reduce pain and joint edema—comfortably. BUFFERIN caused no gastric dis- 
tress in 70 per cent of hospitalized arthritics with proved intolerance to 
aspirin. (Arthritics are at least 3 to 10 times as intolerant to straight aspirin 
as the general population." ) 

No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for 
prolonged periods will not cause sodium accumulation or edema, even in 
cardiovascular cases. 

Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids 
magnesium carbonate, 1‘ grains and aluminum glycinate, % grains. 

Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 
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GENTIAN VIOLET 


VAGINAL TABLETS 


The Only 
Specific Antimycotic 
Vaginal Tablet With 
A Gel Forming Base 


A new vaginal therapy specifically designed to pro- 
duce unmatched and outstanding results. Methyl- 
rosaniline chloride (gentian violet) has generally 
proved the most effective and specific agent for 
the treatment of vaginal candidiasis caused by the 
fungus Candida. 

Hyva Gentian Violet Tablets virtually eliminate 
the principal disadvantages of present gentian 
violet preparations. They may be handled without 
staining and have psychological and aesthetic 
acceptance. 

Hyva combines the fungicidal action of gentian 
violet (1.0 mgm.) with three active surface reduc- 
ing agents and bactericides.* These active ingre- 
dients have been incorporated into a mildly 
effervescent “‘gel’’ forming base which provides 
for maximum and prolonged effectiveness. Shorter 
treatment time is required without the usual messi- 
ness normally experienced. 

One tablet intravaginally for 12 nights. When neces- 
sary one tablet twice daily may be recommended. 
Patient should take a Nylmerate Solution water douch 
on arising and preceding next tablet application. 


HOLLAND-RANTOS COMPANY, INC. * 145 HUDSON STREET, NEW YORK 13, N. 
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THE ANTIHISTAMINES 
YOU ARE NOW USING: 


m ARE INEFFECTIVE 
IN SOME PATIENTS 


“Sg ARE LIMITED IN 
CLINICAL APPLICATION 


= PRODUCE UNDESIRABLE 
SIDE EFFECTS 


THEN YOUR NEXT ALLERGIC PATIENT MAY NEED 


FORTE 


Brand of Isothipendy! hydrochloride 
Sustained Action Tablet for daylong antiallergic effect 
A new antihistaminic/anticholinergic/antiserotonin agent of “high potency and efficiency” 


sustained relief in an average of over 90 per cent of 1209 cases of various allergic diseases'* 
= strikingly free of side effects = has been used successfully in all varieties of allergy, ..of consider- 
able value in bronchial asthma 


Also available: “THERUHISTIN” Syrup. Usual Dosage: One tablet morning and evening. 
Potency recently increased from 2 to 4 mg. 


per 5 cc. (1 tsp.). Usual dosage for chil- Supplied: No. 737—24 mg. Sustained Action Tab- 


dren: % to 1 tsp. two to four times daily lets, bottles of 100 and 1,000 
depending on age. 


1. Committee on New and Unused Therapeutics, Am. Coll. Aller- 


gists: Ann. Allergy 16:237 (May-June) 1958. 2. Spielman, A. D.: f. 
Ann. Allergy 16:242 (May-June) 1958. 3. Spielman, A. D.: New 
7a AYERST LABORATORIES York J. Med. 57:3329 (Oct. 15) 1957. 2 
New York 16, N. Y. ? 
Montreal, Canada 5940 , 
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In the menopause... 
transition without tears 


relieves emotional distress 
with lasting control of physical symptoms 


M : l ° In minutes, Milprem starts to ease anxiety and 

] pre ‘ j } depression. It relieves insomnia, relaxes tense muscles ; 
alleviates low back pain and tension headache. As the 

Mitown®+ conjugated estrogens (equine) patient continues on Milprem, the replacement of estrogens 


Supplied in two potencies for dosage flexibility: . 
cach oh 400 checks hot flushes and other physical symptoms. 
(meprobamate) and 0.4 mg. conjugated estrogens (equine) 


MILPREM.- 200, each coated old-rose tablet contains 200 mg Easy dosage schedule: One Milprem tablet t.i.d. 


Miltown and 0.4 mg. conjugated estrogens (equine) 
Both porencies in bottles of 60 in 21-day courses with one-week rest periods; during the 


Literature and samples on request. rest periods, Miltown alone can sustain the patient. 


» 
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IN LEUKORRHEA 


TRATES THROUGH 
CO-PURULENT BAR 


seeks out...exposes...then destroys the trichomonad 


The success of leukorrhea therapy depends upon bringing effective 
trichomonacidal medication into contact with the exudate-protected 
pathogens. 

Lycinate, through extremely effective mucolytic action, pene- 
trates, exposes and then destroys these organisms by both chemo- 
therapeutic and lysing actions. 


EACH LYCINATE VAGINAL TABLET CONTAINS: 
Diiodohydroxyquin...10Omg. Diocty!l sodium sulfosuccinate 5 mg. 
Sodium lauryl sulfate ...5mg. Aluminum potassium sulfate 14 mg. 
Lactose.......... 380mg. Dextrose, anhydrous .... 650mg. 
DOSAGE: 2 vaginal tablets inserted simultaneously once daily. 
SUPPLIED: Boxes of 50 with applicator. 


[LLOYD BROTHERS, INC.| CINCINNATI 3, OHIO 
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Antibiotics and Chemotherapeutic Agents 


Therapeutic Reference 


The following index contains all the products advertised in this issue. 
product has been listed under the heading describing its major function. By 
referring to the pages listed, the reader can obtain more information. All of the 
products listed are registered trademarks, except those with an asterisk(*). 


Antiemetics 
Tigan Cover 2 


Antiinflammatory Agents 


Chymar Buccal 86a 


Antispasmodics 


Butibel 124a 
Milpath-400 


Appetite Stimulators 
Redisol 125a 


Bufferin 6a 
Butazolidin 177a 

Pabalate, Pabalate-HC 109a 
Parafon with Prednisolone 
Sterazolidin 3la 


Biliary Disorders 


Cardiovascular Disorders 


Cyclospasmol 4a 
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Hydro Diuril 94a, 95a 
Metamine Sustained 206a 
Miltrate 52a 

Peritrate 20 mg. 159a 
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Arthritic Disorders and Gout 


Decholin & Decholin with Belladonna 90a 
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a first thought for pain relief 


brand of dihydromorphinone 


Carry the multiple dose vial for convenience 
1 ce. equals 2 mg. (1/32 grain) 


* Pain relief without hypnosis 

Smooth, quick action 
Minimum of side effects 
An opiate, may be habit forming 
All dosage forms 


. . . Dilaudid acts more quickly than morphine and is less likely to produce 
undesirable side effects; and is better tolerated, producing effective anal- 
gesia with a minimum of hypnotic effect. 


Dosage Forms: 
Dilaudid hydrochloride 
Ampules (1 cc.): 2 mg., 3 mg., 4 mg. 
* Soluble tablets: 2 mg., 3 mg., 4 mg. 
Oral tablets: 2.7 mg. 
Rectal suppositories: 2.7 mg. 


Dilaudid sulfate 
Multiple dose vials (2 mg.): 10 cc. and 20 cc. 


* Hypodermic tablets, may be administered by injection or taken orally. 


*Dilaudid is subject to Federal narcotic regulations. 
Dilaudid®, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY 
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Central Nervous Stimulants Eye, Ear, Nose and Throat 


Niatric 74a Biomydrin 64a 
Ritonic 120a Neo-Aristocort Eye-Ear Ointment 54a, 55a 
Ophthocort 205Sa 


Choleretics 
Oxsorbil, Oxsorbil-PB 195a 


Foods and Beverages 


Citrus Fruits 115Sa 


Contracepti 
G.U. Preparations and Antiseptics 
Delfen 182a 


Preceptin 182a Furadantin 73a 
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Hematinics 
ough on 
Mol-Iron Prenatal 19la 


Benylin Expectorant 65a Roncovite-mf 173a 
Phenergan Fortis Syrup 98a, 99a 
Tussionex 77a 


Hemorrhoids and Rectal Disorders 
Diabetes Wyanoids HC 155Sa 
DBI 84a, 85a 
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Hemostasis 
Mephyton 22a, 23a 
Diagnostic Agents 


Regitine 76a 
Herpes Zoster 


Protamide 75a 


Diarrheal Disorders 


Cremomycin 105Sa 
Spensin, Spensin-PS 198a Impotence 


Glukor 172a 


Edema 
Esidrix 146a, 147a Infant Formulas and Milks 


Carnalac 45a 
Carnation Evaporated 45a 


H Dextri-Maltose 165a 
Epilepsy Sobee 196a, 197a 
Mysoline 169a 


Laxatives and Anticonstipation Preparations 
Equipment and Supplies Effergel 150a 


Birtcher Products* 190a Effersyl 1Sla 
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no asthma symptomsS-— Ore Tedral tablet, taken at the first sign 
of attack, helps most chronic asthma patients breathe normally and live actively . . . 
stay free of bronchospasm, mucous congestion and apprehension. For especially fre- 
quent or severe attacks, prescribe | or 2 Tedral tablets every 4 hours plus an addi- 
tional tablet at the first sign of symptomatic break-through. Tedral is available in five 


convenient dosage forms. 
Formula: theophylline, 130 mg., (2 gr.); ephedrine HC1, 24 mg., (°s gr.); phenobarbital, 8 mg., ("6 gr.). 


TEDRAL 


the dependable antiasthmatic (== 
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Menstrual, Premenstrual and Tranquilizers 
Menopausal Syndromes Mellaril 152a, 153a 


Milprem i2a Meprospan 44a 
PMB 400 93a Miltown between pages 50a, Sla 
Sparine 60a 


Tentone 66a, 67a 


Mi 

8 Ulcer Management 
Ergomar 203a 
Wigrai 3 Aludrox SA 78a 
Modutrol 128a 


Pathibamate 200, 400 160a, I6la 
Pepulcin 57a 
Sycotrol 128a 


Miscellaneous 


Repetabs 18la 
Vaccines 
188a 


Dip-tet 


Muscle Relaxants 
Parafon 185a Vaginal Preparations 


Soma 192a, 193a 


Hyva 8a 

Lycinate 

Massengill Powder between pages 82a, 83a 
Nylmerate Jelly 113a 


Nervous Indigestion Premarin H-C Vaginal Cream 138a 
Quinettes 142a 
Donnazyme 83a Triburon 50a 


Trichotine 117a, 119a 
Triple Sulfa Cream 6la 
Triva 126a, 127a 
Vagisec 157a 


Skin Disorders 


189a 

Acnomel 139a 
Aristocort Cream & Ointment 54a, 55a Vertigo 
Baker’s P & S Liquid 164a Marezine 101a 


Capsebon 68a, 69a 
Cort-Acne 190a 


Desenex 30a 

Desitin Ointment 82a Vitamins and Nutrients 
Diaparene Ointment 156a 

Domeboro Tabs 189a Allbee with C 9la 

Fostex 20la Eldec 145Sa 

Pro-Blem 72a Engran 136a 

Rezamid 190a Filibon 40a 

Sterosan Hydrocortisone 17la Gevral 130a, 140a, 154a, 168a 
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Vitamin A & D Ointment 137a Natabec 133a 


Natalins 97a 
Stresscaps 34a 
Theragran 58a, 59a 
Viterra 28a 


Steroids and Hormones 
Decadron between pages 134a, 135a 


Enovid 88a Weight Control 

8 Gammacorten 36a, 37a, 38a, 39a 
Kenacort 199a Ambar between pages 174a, 17Sa 
Oxylone, Neo-Oxylone 162a Amplus Improved 178a, 179a 
Pabalate-HC 109a Preludin Endurets 8la 
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‘Mephyton’ (vitamin K,). 
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eeehas a more prompt, more potent and more prolonged 
effect than the vitamin K analogues....Its 
reliability in treating undue hypoprothrombinemia 
from anticoagulant therapy is of particular 
importance. [Mephyton] can be depended on to 
reverse anticoagulant-induced hypoprothrombinemia 
to safe levels whether bleeding is only potential 
or actually has occurred." 
Council on Drugs: New and Nonofficial Drugs, 
Philadelphia, J. B, Lippincott Co., 1958, p. 620. 


"For correction of the anticoagulant effect of the 
coumarin compounds, vitamin Ki: is much more 
effective than are the water-soluble preparations 
of menadione." 


Barker, N. W.: Fundamentals of anticoagulant 
therapy, Minn. Med. 41:252, April 1958. 


For coumarin overdosage, “Vitamin K,, given 
intravenously, in an oil emulsion will act as soon 
as two hours after injection. It is the treatment 
of choice in such conditions.* 


Kupfer, H. G., and Kinne, D. R.: Anticoagulants, 
theoretical considerations and laboratory control, 
Virginia M. Monthly 85:250, May 1958. 


*...I would strongly urge the use of vitamin K,...if an 
antidote is necessary for the hypoprothrombinemia 
produced by the coumarin anticoagulants or 
the indandiones.* 


Meyer, 0. 0.: Use of anticoagulants in the treatment of 
coronary artery disease, Postgrad. Med. 24:110, Aug. 1958. 


chemically identical with naturally-occurring vitamin K, 


Dosage : Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 mg. for more 
vigorous action. Intravenously, for anticoagulant-induced bleeding emergencies, 10 to 50 
mg.; may be repeated as indicated by prothrombin time response. (Some clinicians advise 
their patients to keep a supply of tablets on hand at all times; if gross bleeding occurs. 
the patients are instructed to take 10 mg. and phone the doctor.) 


Supplied: Tablets, 5 mg.; bottles of 100. Emulsion, each 1-cc. ampul contains 50 mg.; boxes of 6 ampuls. 
MEPHYTON is a trademark of Merck & Co., Inc. 


m@o MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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“Deformity in rheumatoid arthritis 
develops in two stages. The most 
obvious is joint destruction. 


But even earlier... 


muscle spasm...has insidiously 
1 


started to lead to deformity.” 


in rheumatoid arthritis... 


PARAFON 


with PREDNISOLONE 


provides spasmolytic, 


anti-inflammatory, and 


ine 
i analgesic action 
dosage: One to two tablets three or four times a day. 
supplied: Tablets, scored, buff colored, bottles 
of 36. Each tablet contains PARAFLEXx® Chlorzoxazonet 
125 mg.; TyLENoL® Acetaminophen 300 mg.; and 
Prednisolone 1.0 mg. 
precautions: The precautions and contraindications 
isk that apply to all steroids should be kept in mind 
* when prescribing PARAFON WITH PREDNISOLONE. 
.) 1. Swanson, J. N.: Canad. M. A. J. 79:638 (Oct. 15) 1958. 


(McNEIL ) 


“Irade-mark Patent Pending 


McNeit Lasoratories, INC PHILADELPHIA 32, Pa. 


| 
1; 
> 
; 
Lat 
F 
al 
ay 
Ys 
a 


Dawn Early 

At four-thirty one summer morning, I re- 
ceived a phone call from an area farmer who 
had probably been up for an hour. The con- 


versation went like this: “Doc?” “Just called 

to see what time you would be in your office 

this morning.” I replied, “I’m usually there at 

this time. You just happened to catch me run- 
ning late today.” 

R.J.T., M.D. 

Fort Smith, Ark. 


Humane 

Recently, a little old lady came in to our of- 
fice and requested to see one of the doctors. I 
told her that the doctor, unfortunately, could 
not come in today because he was sick in bed 
with the “flu.” In all seriousness she turned to 
me and said, “Well, bless his heart! I guess 

doctors get sick just like people.” 
B.L., MDs’ Ass'’t. 
Santa Monica, Calif. 


Digestive Disturbance 

One of my patients, whom I consider has 
average intelligence, consulted me for a diges- 
tive disturbance. I gave him a prescription for 
tablets. Several days later he reconsulted me, 
inquiring in a hesitant manner how he was to 
take what he got from the drugstore. After 
giving him instructions to put in mouth and 
drink water as other tablets, patient stated he 
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are welcome. For obvious reasons only your initials will 
imported sculptulite figurine . . 
. will be sent in appreciation for each accepted contribution. 


True Stories From Our Readers 


Contributions describing actual and unusual happenings in your practice 


be published. An 
. @n amusing caricature of a physician 


could not get them to go down when he swal- 
lowed. At this time he was reaching in his 
pocket and presented a small grey box con- 
taining red bordered gum labels about 1” x 1” 
in size. This was what he was trying to swallow. 

Contact with the drug store revealed the pre- 
scription I gave was filled and still waiting 
for the rightful owner. 

It is still beyond our comprehension to ex- 
plain why the gummed labels had been picked 
up for the prescription. 

P.M.K., M.D. 
Bennettsville, S.C. 


Os Success 


Whenever a new doctor comes to our town, 
the local newspaper usually gives him a nice 
write-up. This, quite naturally, creates a con- 
versation piece for several weeks. 

One physician recently arrived in our town 
and was listed as having special training in 
orthopedic surgery. 

One day, one of my neurotic patients, in the 
course of her office visit, brought up the sub- 
ject of the new doctor. She asked me what 
type of doctor was Dr. X? I replied that he 
was what you call a bone specialist. 

She immediately smiled and said, “Well, he 
should do well here. Everyone has bones.” 

G.F.W., M.D. 
Warren, Ark. 


Concluded on page 29a 
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helps them weather the hay fever season 


BENADRYL 


ANTIHISTAMINIC-ANTISPASMODIC 


gives fast, comprehensive relief of allergic symptoms. At this time of 
year pollens from trees, grasses, or weeds cause distressing symptoms 
ees in allergic patients. You can help your patients to enjoy greater com- 
fort during the hay fever season by prescribing BENADRYL. Its 
potent antihistaminic action rapidly relieves nasal blockage, rhi- 


nerrhea, sneezing, itching, and related allergic reactions, while its 


atropine-like antispasmodic action swiftly suppresses bronchial and 
gastrointestinal spasms. BENADRYL ‘Hydrochloride (diphenhydra- 


‘mine hydrochloride, Parke-Davis) is available in a variety of con- 


venient forms including: Kapseals,* 50 mg. each; Kapseals, 50 mg., 
with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; and Emplets,® 50 mg. each, for delayed action. 
For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,® 
ef 10 mg. per cc.; and Ampoules, 50 mg. per ce. 

+f 

. IP): PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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OURISHED 


IT HAPPENS IN THE BEST |OF FAMILIES 


i VITERRA PEDIATRIC—for infants and small children. 
50 cc. Metered-Flow bottle. 


meets the specific vitamin-mineral needs of every member of 
the household — select the form that suits the age and condi- 
tion of each patient best 


Coe VITERRA CAPSULES — comprehensive daily 
supplement. Bottles of 100. 
VITERRA TASTITABS®—can be chewed, dissolved, or 
swallowed. Bottles of 100. 


ae VITERRA THERAPEUTIC—high potency formula. 
Bottles of 30 and 100. 


Selectively formulated by one of the major 
producers of bulk 
@ New York 17, WN. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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Concluded from page 25a 


Why Not? 

At five o'clock, one morning, a man came 
to the home of a doctor friend of mine. The 
man asked my friend if he could insult him 
about his wife. 

E.A.M., M.D. 
Stuttgart, Ark. 


Quite Awhile 


One of my junior patients, whose father is 

a stockman, happened into the barn during the 
delivery of a cow. He watched with keen in- 

terest, and did not miss a thing. A few minutes 

later he calmly asked, “Daddy, how long have 
they been wrapping calves in plastic bags?” 

C.R.W., M.D. 

Morrilton, Ark. 


Soreful Prayer 
Three-year-old Eloise was brought to my 
office by her mother, suffering from an upper 
respiratory infection, for which I asked my 
nurse, Miss Smith, to administer penicillin “in 
her bottom.” That evening, dutifully saying her 
prayers, she was asking God to bless mommie, 
daddy, and her usual list of little friends. Un- 
coached, she added my name to her list, and 
pausing significantly, rubbing her bottom, very 
emphatically added, “and Miss Smith, too.” 
F.R.L., M.D. 
Denver, Colo. 


Wonderful 


A man, whose wife had been in before for 
a diaphragm fitting, came in to consult me for 
an upper respiratory infection. As he sat in 
the chair, I asked him how his wife was doing 
and how they liked the diaphragm. At the 
same time, I was spraying a nasal decongestant 
in his nose. I casually asked him, “doesn’t it 
feel good?” His reply was, “Just as good as 


” 


ever. 


Anonymous 
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XXX 
One day an eighteen-year-old married girl 
came to my office for a pregnancy examina- 
tion. I examined her and found her to be 
about three months pregnant, so told her what 
was necessary to eat for a healthy baby, to 
watch her weight, check the urine each time 
and etc. I told her to return every three weeks 
for a prenatal check-up and to bring a little 
bottle. She started to go but hesitated and 
seemed to be confused about something, so I 
asked her if there was something she wanted 
to ask me and, after a few seconds, she said, 
“Doctor, what brand do you like?” 
C.L.M., M.D. 
Denver, Colo. 


Pfit! 


Another patient came in to my office for an 
examination and exclaimed, “Doctor, I'ze 
fragrant!!” Upon examination, the patient was 
found to be both pregnant and fragrant!! 

S.N., M.D. 
Pueblo, Colo. 


Whippersnapper 

I had just come out of the Army, in World 
War II, and was attemping to establish a gen- 
eral practice in a small town. I studiously at- 
tempted to develop an “old family doctor” 
manner. A matronly lady came to see me, with 
a long list of complaints, and I felt she needed 
reassurance more than medications. During this 
reassurance, I patted her hand several times 
and tried to act like my conception of an “old 
family doctor.” She didn’t appear to be re- 
assured but she left my office quietly. The next 
day, it was all over town that the new doctor 
had made a “pass” at one of his patients. She 
wasn’t even my type. Perhaps I wasn’t the 

type to be an “old family doctor.” 
B.N.S., M.D. 
Mountain Home, Ark. 
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THE SPOT TREATMENT 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 
Desenex attacks fungous infections caused by dermatophytes which 
affect the horny, keratinized layers of the skin. 

Athlete’s foot is a fungous infection of the skin involving the superficial 
layers that are not reached by the blood supply. A fungicidal agent, 
applied directly to these superficial fungous infections, brings the 
antifungal agent into intimate contact with the invading organism for 
the most effective method of treatment. 

Desenex, a combination of zinc undecylenate and undecylenic acid — 
an unsaturated fatty acid with an 11-carbon chain — has resulted in 
more “clinical” cures . . . proved to be the least irritating, and the safest 
of all potent fungicidal agents. ® 

ointment & solution & powder D F SE N FX 

Maltbie Laboratories Division / Wallace & Tiernan Incorporated, Belleville 9, N. J. 


PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PD-96 
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In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy's trademark for phenylbutazone—Reg. U. S. Pat. Off. 


new 


prednisone-phenylbutazone, Geigy 


Geigy Ardsley, New York 


Capsules 
ill 


SYNALGOs fulfills all of the desirable functions of an 
analgesic for mild to moderate pain. It provides quick, 
effective analgesia, eases tension, and counteracts de- 
pression. 


SYNALGOS is especially indicated for sinus headache, 
tension headache, pain and headache of dysmenorrhea. 


For severe pain, SYNALGos-DC—Synatcos with dihy- 
drocodeine—is recommended. 


SYNALGOS 


CAPSULES 


Promethazine Hydrochloride, Phenacetin, 
Acetylsalicylic Acid, and Mephentermine Sulfate 
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Edited by Maxwell H. Poppe!, M.D., F.A.C.R., Professor of Radiology 


New York University College of Medicine and Director of Radiology, Bellevue Hospite! Cente: 
‘ WHICH IS YOUR DIAGNOSIS? 
: 1. Carcinoma of the rectum 2. Lymphogranuloma venereum 


3. Ulcerative colitis 
(Answer on page 200a) 
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for the 
stress 
component in... 


ACTURES 


Stress Formula Vitamins Lederle 


for an improved prognosis 


Metabolism is always altered in major trauma.! Severe depletion EACH CAPSULE CONTAINS: 
of water-soluble vitamins usually occurs as a stress reaction to Thiamine Mononitrate (B,). .10 mg. 
fractures or burns.2.3 Since these fundamental nutritional factors Riboflavin (B,) 
are not stored in the body, high level supplements must be given.2.3 Niacinamide 
STRESSCAPS formula meets the requirements for therapeutic allowance 
of B complex and C vitamins essential to tissue regeneration, Pyridoxine HCI (B, 
healing, prevention of complications and faster rehabilitation. Vitamin B,, 
1.5 mg. 


1. Coleman, S. S.: Am. J. Surg. 97:43 (Jan.) 1959. 
Calcium Pantothenate ....20 mg. 


2. Richardson, M. E.: J. Am. Osteop. A. 57:562 (May) 1958. 
3. Mason, M. L.: Northwest Med. 57:1439 (Nov.) 1958. Vitamin K (Menadione) 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 


MEDICAL TIMES 


y 
| 
| 
| 
® 
J 
| 
: 
34a 
f 


Brista! 


SOR 


yost-surgical.infections 
4 
: 


“PROMPT DEFERVESCENCE” AND RECOVERY WITH KANTREX 
‘bays 1 2 3 4 5 6 7 8 


. genito-urinary infections 


te steph or “gram-negotives”; 


N. A, a 27-year-old female 
with postabortal sepsis due to 
E. coli and Staph. albus nad 
“prompt defervescence” and 
recovery with KANTREX after 
2 other antibiotics had proved 
ineffective. No toxic effects 


were observed. 
—Rutenburg, A. Koota, 
Penicillin Anna c Sci. 
Streptomycin 1958, 
KANTREX 
: 3 “DRAMATIC” RESULT WITH KANTREX AFTER OTHER ANTIBIOTICS FAIL 
HOSPITAL DAYS 2 a 6 B 10 12 “4 16 18 20 22 24 26) 
.»» in skin, soft tissue and 


post-surgical infections 
(due te staph or “gram-negotives” 


W., 12-year-old boy with 
appendiceal abscess due to 

Steph. aureus, showed a 

“clear-cut” and “dramatic” re- 
sponse to KANTREX after 3 
other antibiotics had failed. 
No toxic reactions were noted. 
—¥ow, M., and 
Annals Acad, Sci 
76: 372, 1958 


KANTREX (mg. /kg./day) 


STAPH PNEUMONIA 
KANTREX SUCCESSFUL; 3 OTHER ANTIBIOTICS INEFFECTIVE 
Days 23 6 7 8 9 10 ii i2 i3 14 15 16 


tract infections 


{due te gaph or 

103 Pleural T. Ay 4-week-old female in- 

with pneumonia, pyo- 

102 discontinued » 

derma and septicemia due to 

aureus showed a 

100 prompt bereficial effect and 

uneveritiul recovery with 

WBC X 1000 16.1 149 154 223 15094 a1 94 90 KANTaRE after 3 other snti- 


bioties hed proved unsuccess- 
ful.-“No serious untoward 
reactions were observed.” 
~Riley, H.D., Jr: Antibiotics 
Annual 1968-1959, p. G25. 


solution in two (stable at moon: tera- 
In pationts with renal insufficiency, dosage perature indefinitely) 


PRECAUTION 
should be reduced «void the risk of See KANTREX Iejociion, 0.5 Gen. (os im 


: KAHTREL fnjection. 1.0 Gun, 


INJECTION 


discs and 
BRISTOL LABORATORIES INC., Syracuse, New York : a comprehensive 
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KANTREX 


“SAFE AND 
EFFECTIVE 

MAINTENANCE 

THERAPY...HAD 

BEEN A 

PROBLEM AT 

OUR 

INSTITUTION 

UNTIL WE 

USED GITALIN [GITALIGINI...”* 


GITALIGIN 0.5 mg. Tob 


® lets—botties of 30 & 100 
GITALIGIN Injection 

T Ampuls — 2.5 mg. in 5 cc 
sterile, 1.V. solution 
GITALIGIN Drops—30 cc 
bottle with special 


colibrated dropper. 


Arteriosclerotic Heart Disease 


WIDEST SAFETY MARGIN—Aver- 
age therapeutic dose is only 4 the 
toxic dose. * 
FASTER RATE OF ELIMINATION 
THAN DIGITOXIN or digitalis 
leaf. 
THESE SIMPLE DOSAGE EQUIV- 
ALENTS MAKE IT EASY TO 
SWITCH YOUR PATIENT TO 
GITALIGIN —0.5 mg. of Gitaligin 
is approximately equivalent to 0.1 
Gm. digitalis leaf, 0.5 mg. digoxin 
or 0.1 mg. digitoxin. 


*Harris, R., and Del Giacco, R. R.: Am. 
Heart J. 52:300, 1956. 

tWhite’s brand of amorphous gitalin. 

tBibliography available on request. 


== 
WHITE LABORATORIES, INC. 
KENILWORTH, N.J. 
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for full corticosteroid benefits 


new Gammacorten 


...a potent, highly effective corticosteroid; 
profound anti-inflammatory activity, with min- 
imal potential for corticosteroid side effects 


this arthritic 
needed 
Gammacorten 


How this arthritic—and others—responded to Gammacorrten is shown on the following pages 


With GAMMACORTEN, a full measure of corticosteroid benefit can now be brought to 
patients who have heretofore obtained less than optimal benefit from adrenocorti- 
coid therapy. In practice, the increased activity of GAMMACORTEN means maximal 
mobility for the arthritic; maximal freedom from attack for the asthmatic; rapid and 
complete resolution of lesions for the dermatologic patient. Unwanted adrenocorti- 
coid effects are relatively infrequent with GAMMACORTEN. Should side effects occur, 
they can be usually managed by reducing dosage or by supplemental measures. 


Photographs used with permission of patients. 
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these arthritics needed Gammacorten 


PATIENT W. M., 42, has had rheumatoid 
arthritis since September 1955. Previ- 
ous treatment included prednisone. Con- 
siderable soreness, pain and stiffness, 
particularly in shoulders, hands and 
elbows. Major complaint was pain in the 
hands. There was swelling in the finger 
joints, with ulnar deviation of the hands 
and slight contracture of the elbows. 


BEFORE GAMMACORTEN:w Wy cannot flat- ONE WEEK AFTER GAMMACORTEN-w M. can 


ten hand on table; finger joints ex- flatten hand without pain, swelling is 
tremely swollen; he could not move his considerably reduced. Measurement of 
hands withcut pain. grip shows increased hand strength. 


BEFORE GAMMACORTEN:Patient J. D., 58, ONE WEEK AFTER GAMMACORTEN:) fF has ONE WEEK AFTER GAMMACORTEN: Fingers, 
had arthritis since 1935. Previous treat- shown remarkable improvement; was although permanently deformed, have 
ment included prednisone. At time of able to raise arms to shoulder level with- regained some usefulness; can button 


examination, shoulder, arm, and finger out incurring pain. jacket, extract cigarette and strike match. 
joints were frozen. J. D. could not but- 


ton his shirt or perform other functions 
without help. He had pain all the time. 
Hands were badly deformed. Unable to 


move arms away from body; shoulders af} 


(dexamethasone 


SUMMIT. N 
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for full corticosteroid benefits: new Gammacorten 


PATIENT M. S., age 81, at time of first visit was in severe pain and very un- 
comfortable. Complained of swelling of wrists, legs, various joints; there 
was pain and stiffness in cervical area and lower spine; pain, swelling and 
limited motion in the fingers; slight ulnar deviation of the hand. He could 
not raise his arms above the level of his shoulders. 

Treatment and Result: After 36 hours of GAMMACORTEN therapy, M. S. had 
“‘complete relief.’ Joint swelling had decreased, pain was almost absent, 
range of motion had increased dramatically. At the end of the first week 
of GAMMACORTEN he was free of discomfort and able to return to his job 


this arthritic 
needed 
Gammacorten 


BEFORE GAMMACORTEN: M.S. demonstrates 
the position necessary to put on his hat 
(range of motion was so restricted that 
he could not comb his hair). 


AFTER ONE WEEK OF GAMMACORTEN: M. Ss. 
could put on his hat normally, could 
comb hair; function near-normal at end 
of first week of treatment. 


as a porter. 


BEFORE GAMMACORTEN: His fingers were 
extremely painful and were so swollen 
that a size 11 jeweler’s ring would not 
fit over his small finger. 


AFTER ONE WEEK OF GAMMACORTEN: Size 11 
jeweler’s ring passes easily over previ- 
ously swollen joint. At end of first week, 
“puffiness” had virtually disappeared. 


BEFORE GAmMMACORTEN: Hands were so 
painful, stiff and swollen that M. S. 
could not flatten hand or extend fingers 
on flat surface. 


AFTER ONE WEEK OF GAMMACORTEN: Pain 
completely subsided. M. S. can flatten 
hand, extend fingers and flex in normal 
manner without pain. 


MEDICAL TIMES 
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BEFORE GAMMACORTEN: M. S; could not 
raise arms above shoulder level; even 
the degree of motion shown was ex- 
tremely painful. 


AFTER ONE WEEK OF GAMMACORTEN: Range 
of motion and rotation dramatically in- 
creased; M. S. could move arms without 
pain for the first time in months. 


370 
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How to use Gammacorten 


in arthritis — An initial dosage of 1.5 to 3 mg. per day 
(2 to 4 tablets divided into 3 or 4 doses). This dosage should be 
continued until a satisfactory symptomatic response is obtained — 
usually within 3 or 4 days. After a favorable response has been 
obtained, reduce dosage by 1/3 every 2 to 3 days until either main- 
tenance dosage is established or therapy can be discontinued. 
Satisfactory control can often be maintained with as little as 0.75 
mg. to 1.5 mg. per day. 


in asthma and allergy wm status astumani. 


Cus: Initial daily dosage of GammMACcoRTEN is 7.5 to 10 mg. (10 to 13 
tablets divided into 3 or 4 doses). As soon as the acute state is 
controlled, reduce dosage slowly by 1/3 to. 1/4 until a satisfactory 
maintenance level is reached or until therapy is discontinued. 


IN CHRONIC BRONCHIAL ASTHMA: Initial dosage is 1.5 to 3 mg. of 
‘GAMMACORTEN per day (2 to 4 tablets divided into 3 or 4 doses). After 
a satisfactory response has been obtained, decrease dosage by 1/3 


every 2 to 3 days until either maintenance lével has been determined 
or therapy can be discontinued. Asthmatics can often be main- 
tained for long periods on as little as 0.75 mg. to 1.5 mg. of 
GAMMACORTEN daily. 

IN INTRACTABLE HAY FEVER: Start with 2 to 3 mg. (3 to 4 tablets 
divided into 3 or 4 doses) of GAMMACORTEN per day. Symptoms 
should be promptly relieved; prolonged maintenance therapy is 
unnecessary for these self-limiting disorders. 


in skin disorders ~— start with 2 to 3 mg. (3 to 
4 tablets divided into 3 or 4 doses) of GAMMACORTEN daily. Satisfac- 
tory contro! is usually obtained at this dosage level. In chronic 
conditions, dosage should be decreased by 1/3 every 2 to 3 days 
until either a satisfactory maintenance level has been achieved or 
therapy can be discontinued. In acute or self-limiting disorders, 
treatment may be discontinued as soon as control has been obtained. 


SUPPLIED: GAMMACORTEN Tablets, 0.75 mg. 2/ 2600 wn-2 


(dexamethasone CiBA) 
...a potent, highly effective corticosteroid; 
profound anti-inflammatory activity, with min- 
imal potential for corticosteroid side effects 
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The attractive Fron jar reminds your preg- 


AAG nant patient to take her prenatal supplement 
f daily. You can be sure that the vitamins, minerals, 
trace elements in this complete formula will 
LS provide the everyday nutritional support you 
prescribed. 


Ah C And the patient feels better on Well 

tolerated ferrous fumarate and smaller, dry-filled 
/ capsules do not compound her problems with 

Reason for nausea of pregnancy. 


The up-to-the-minute formulation ‘includes 
4 both vitamin K and Autrinic* Intrinsic Factor 
COOTA Concentrate, always enhancing B12 serum levels. 


For complete formula see P.D.R. page 688. 
i AY 


Phosphorus-free 
FILIBON* 
Prenatal 


Capsules 
Lederle 
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Medical Teasers 


A challenging crossword puzzle for the physician 


(Solution on page 143a) 


ACROSS 
1. Infantile paralysis 
which conveys impulses 
y ‘ z 24% 
11. A blood vessel 
14. Pendulum of the palate 4 RS 2 29 
15. Limited spaces 
16. Dexterity 30 2 
17. Wise men 
18. Loose robes 7 38 [57 fo 
19. Sticky substance 
20. Liquid fat 
22. “Soap Suds" enema 
(abbr.) 
23. Dickens’ midwife 
24. Insane ? 
27. Having an agreeable 3 155 56 
taste 
29. First cervical vertebra 60 ' 2 
30. A foreboding 
33. Egg of a louse 
34. Annoy 
36. Inner EY + 75 
38. Ampere (abbr.) 
41. Inclined By ALAN A, BROWN 
43. Failure of the digestive 
functions 
45. Rodent 
46. Pertaining to the ulna 
48. Cleans 74. Palmlike 12. Fragrance 47. Inheritance of a char- 
49. Bleat of a sheep 75. Fixed look * ees acteristic from remote 
Project over ancestors 
DOWN 23. Drops (Lat., abbr.) 49. Forbid 
53. Causing death , 24. Muscle or nerve that 5). Affirmative 
Unit of heat ’ 1. Result of suppuration produces movement 53. Threadlike structure of 
56. Unit oo capacity 2. Female reproductive 25. One-celled organism organic tissue 
58. Used hoes golf cells 26. Apportioned 54. Sphere of action 
59. Metallic element 3. Drag 28. Dress up 55. A hot drink 
60. November (abbr.) 4. Prefix indicating rela- 29. Was ill 56. Righteous 
61. Sigh convulsively tion to the ileum 31. Nitrogen, silicon 57. A flower (pl.) 
63. Place to sleep 5. Spot of healthy tissue (symbols) 60. A nematode 
64, Rewenl in a diseased area 33. Short sleep 62. Tendency 
66. Dividing well, os in 0 6. Scold 5 35. Equivalent 64. Master of surgery 
epere (pl) 7. Kind of ulceration 37. Delay abbr.) 
. 70. Conclusion 8. Married again 38. Property 65. Belonging to thee 
. 9. Wind indicator 39. Bishop's headdress 67. Parent-Teacher Associa- 
71. Crush 10. The letter S 40. Adhesive mixture tion (abbr.) 
72. Penetrate 11. Pertaining to the vagus 42. The gingiva 68. Threefold (comb. form) 
73. A line of light nerve 44. Young dog 69. Exist 
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PURE ANTIHISTAMINE ACTION 


NOW A PHARMACOLOGIC FACT 


BECAUSE DISOMER 
SHEDS THE MOLECULAR DROSS 


3 
x 4 


high therapeutic index’”’ 


NEW...IN THE TREATMENT OF 
ALLERGIC DISORDERS 


unsurpassed clinical efficacy 


ain »/ + highly effective in exceptionally small doses 


side effects reduced to placebo level 


Disomer....a major scientific advance 
in the pharmacology of antihistamines! 


DIsoMER was described as being “... as close to a 
pharmacologically pure form of histamine antago- 
nist as the chemist can produce.”! Incorporating 
the newest knowledge of structure-function rela- 
tionships, DISOMER comes closest thus far to the 
therapeutic ideal of pure antihistamine activity. 
DISOMER represents the d-isomer of racemic 
brompheniramine maleate. In shedding the 
l-isomer a high point in clinical effectiveness is 
achieved while side effects are reduced to the 
placebo level. 


Therapeutic results have been noteworthy with 
88% effectiveness reported.? Equally noteworthy 
is the virtual absence of clinically significant 
adverse reactions. Indeed, the sole side effect 
reported was occasional, mild drowsiness in only 
5% to 6% of patients. 


With DisoMER your allergic patient remains your 
alert patient while enjoying unsurpassed freedom 


DISOMER 
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from allergic symptoms. Ready now for your pre- 
scription—D1soMER is available in a variety of 
dosage forms to fit your patients’ individual 


requirements. 
Availability: 
DISOMER CHRONOTAB® 6 mg. 
2 mg. 
DISOMER Syrup .................4. 2 mg. per 5 cc. 
Usual dosage: 
b.i.d. 


* Chronotab is White's repeat-action tablet. 


References: (1) Gould, A. H. and Long, D. L.: Clinical 
Pharmacology and Therapeutic Use of Dexbromphen- 
iramine Maleate ( Disomer ), a new Histamine Antago- 
nist (submitted for publication). (2) Medical Department, 
White Laboratories, Inc. 


WHITE LABORATORIES, INC. 
Kenilworth, New Jersey 


DEXBROMPHENIRAMINE MALEATE 


sheds the molecular dross 


430 


Miltown in 
continuous 
release 
capsules 


the 24-hour 
tranquilizer 


safe, continuous 
relief of anxiety 
and tension 
... all day... all night 


Supplied: 200 mg. continuous release capsules of 
Miltown (meprobamate, Wallace) in bottles of 30. 
Literature and samples on request 

WwW) WALLACE LABORATORIES New Brunswick, N.J. 


Cme-9618 
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“Now ways to specify Carnation 
Milk infant formula 


INFANT 
FORMUIA 


CARN, 
TION COMPANY 


CARNATION 


EVAPORATED 
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Coroner’s Corner 


A beautiful imported German apothecary jar will be 


sent to each contributor of an unusual case report. 


Some months ago there was a patient 
in one of the doctor’s offices in San Francisco who 
j visited this physician because he believed that he 

as had cancer of the prostate. After examination and 
proper study, the doctor told him that he could find 
we no evidence of carcinoma and discharged the man 
“i from his care. The patient consulted other physi- 
cians all of whom gave him the same opinion. 
Brooding over this apparent stupidity of the medi- 
cal profession, he finally took matters into his own 
hands and shot himself, leaving a suicide note de- . 
: manding a coroner’s autopsy and directing that a | 
ate? copy of the findings be sent to the doctors who had u 
4 4 examined him. In the note he stated “this will show 
‘ these stupid physicians how little they know, but I 
st suppose that it will not surprise them greatly to find 
+ that I had a cancer of the prostate.” 
The autopsy was duly done and the results would 
have disappointed him as much as his early clinical 
experiences, because, poor lad, he didn’t have cancer. 
Jesse L. Carr, M.D. 
SAN FRANCISCO, CALIFORNIA 
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. Acute exacerbation of contact dermatitis 


Before Treatment 


See next page 


(Courtesy of William C. Grater, M.D., Dallas, Texas) 


> 
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After 4 Days of treatment with... 


DEXAMETHASONE 


only 1 mg. q.i.d. of 


Additional literature is available to physicians on request 


a 


After | Days of treatment with 
only 1 mg. gq.i.d. of Decadron‘¢) 


DEXAMETHASONE 


Photo 6 days following the discontinuation of therapy 
&D Merck Sharp & Dohme oivision of merck & CO., Inc., PHILADELPHIA 1, PA. 


DECADRON is a trademark of Merck & Co., Inc. 


decisive therapy in a delicate matter 


brand of triclobisonium chloride CHLORIDE 


Unetnal (oream 


wide-spectrum microbicide 
antitrichomonal - antibacterial - antimonilial 


provides potent microbicidal action in vaginal infections, 
including trichomoniasis, moniliasis and nonspecific vaginitis 


Effective—Cured or markedly improved—within 2-3 weeks—86 per cent of 250 patients with various 
types of vaginal infections.'# 

Broad spectrum—Pathogens included Trichomonas vaginalis, Candida albicans and Hemophilus 
vaginalis, as well as other gram-negative and gram-positive organisms.'* 

Safe—Closed-patch skin tests proved Triburon Chloride, the active ingredient of Triburon Vaginal 
Cream, “. . . to be nonirritating . . . not sensitizing. . . 

Nonstaining, odorless Triburon Vaginal Cream is also suited for use during pregnancy, menstruation, 
for senile vaginitis with conjunctive therapy, for preoperative, postoperative and postpartum pro- 
phylaxis, after cauterization, conization, irradiation. 


Composition: Triburon Vaginal Cream contains 0.1% Caution: Triburon is virtually nonsensitizing and non- 
concentration of Triburon in a white, hydrophilic irritating but if evidence of sensitization occurs, use 
cream base. of the cream should be discontinued. 


er Supplied: tubes with 18 disposable applicators. 
Dosage: One applicatorful of Triburon Vaginal Cream PF 
References: 1. J. J. McDonough and N. Mulla, to be Jed 


should be introduced the vagina night for 2 lished. 2. “Bech 4. 
weeks. If necessary, the course of therapy may be Rebineen and L. E. Harmon, Antibiotics Annual 1958: 
repeated, 1959, New York, Medical Encyclopedia, Inc., 1959. 


ROCHE LABORATORIES 2} Division of Hoffmann-La Roche Inc ¢ Nutley 10 © N. J. 
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nervous 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal! behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


i) WALLACE LABORATORIES / New Brunswick, N. J. 


a 
Ae 
\ 
for Ao 
tense | 
and wa \ 


A survey of 1000 women revealed that psychic and psychosomatic factors 


are responsible for most symptoms of premenstrual tension. 


In a one-year placebo-controlled study,’ Miltown 

a relieved both emotional and physical symptoms in 78% of 42 patients. 

g was found “an [excellent] drug for repeated use, as in premenstrual 
tension.” 

Miltown causes no adverse effects on circulatory system, G.I. tract, 

respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scoved and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate M lt 
(Miltown) in premenstrual tension. OW 
J-A.M.A. 164:638, June 8, 1957. 

meprobamate (Wallace) 


WALLACE LABORATORIES, New Brunswick, N. J. * TRADE. MARK 


. 
RELIEVES PREMENSTRUAL ‘TENSION 
- 
|| 
A 
7 


without running the risk of untoward effects 


Experience with other oral antidiabetes agents 
has created some confusion about Orinase dos- 
age. Here are three points worth remembering: 


1. The recommended daily dosage range for 
Orinase extends from 0.5 to 3 Gm. A promi- 
nent New York diabetician recently com- 
mented, “Most of the referrals | am getting 
are patients who require only the increasing 
of their Orinase dosage to 2 or 2.5 Gm. per 
day—sometimes 3.” 


2. Although increasing the daily dosage 
beyond 3 Gm. rarely improves control, neither 
does it increase Orinase’s low incidence of 
unwanted side effects. Selected diabetics 
given 6 to 10 Gm. daily for sixty to ninety days 
showed no signs of toxicity. 
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3. In patients in whom maintenance dosage 
has been established, Orinase lowers the 
blood sugar to normal levels but almost never 
beyond that point. In other words, Orinase is 
a true euglycemic agent. 


REG. PAT. OFF. —TOLOUTAMIDE, 


An exclusive methyl ‘governor’ 
prevents hypoglycemia... 
makes Orinase a true 
euglycemic agent. 


The Upjohn Company 


Kalamazoo, Michigan 


| 


In Coronary 
Insufficiency. .. 


Your high-strung angina patient 
often expends a “100-yd. dash” 
worth of cardiac reserve 


through needless excitement. 


Miltown® (meprobamate) + PETN 


Each tablet contains: 200 mg. Miltown and 
10 mg. pentaerythritol tetranitrate. 
Supplied: Bottles of 50 tablets. 


Usual dosage: 1 or 2 tablets q.i.d. before meals 
and at bedtime. Dosage should be individualized. 


AF9/ WALLACE LABORATORIES + New Brunswick, N. J. 


Curbs emotion 
as it boosts 
coronary 


blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 

for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 
increases his exercise tolerance. 


omt-9159-69 
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What’s Your Verdict? 


A doctor’s time is rarely his 


own. Even a short vacation may subject him to 
civil liability unless he takes precautions to 
protect himself and his patient, as is illustrated 
in this case. 

A physician, feeling tired from overwork and 
in need of a rest, decided on a weekend fishing 
trip. A check of his calendar indicated that one 
of his patients was several days overdue in the 
delivery of a child. He thereupon contacted the 
hospital and arranged with the head of the 
obstetrical department to attend to his maternity 
cases during his absence. He did not, however, 
personally notify his patient of his departure. 


(L 
\— 
~ pineal 
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Edited by Ann Ledakowich, Member of the Bar of New Jersey 


Early the next morning the patient’s labor 
pains commenced and she entered the hospital. 
She was in the labor room when the substitute 
introduced himself to her and informed her 
that he would attend her. This was at 11:00 
a.m. The doctor, noting that delivery was im- 
minent, ordered the patient moved to the 
delivery room where a healthy baby was born 
within a few minutes. 

The physician returned from his fishing trip 
that evening and resumed the attendance of 
the patient for post natal care. He was sub- 
sequently sued by the patient for breach of 
contract. 

At the trial counsel for the patient contended 
that the physician breached his contract through 
his failure to notify his patient that he would 
be unavailable for two days. Notice, he in- 
sisted, should be given within sufficient time to 
enable the patient to engage another physician 
of her own choosing. The patient suffered 
severe pain and mental anguish due to the 
absence of her physician during labor and de- 
livery, for which she seeks monetary compensa- 
tion. 

The parties conceded that the substitute was 
a competent one. 

Defense counsel argued that notwithstanding 
a lack of personal notice from the physician, 
there was no evidence that the patient would 
have suffered less had the defendant attended 
her personally. 

The jury returned a verdict for the patient, 
from which verdict the physician appealed. How 
would you decide the appeal? Answer on page 200a 
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COVER THE 
SUMMER FRONT... 
WITH THREE 
HIGHLY EFFECTIVE 
CORTICOSTEROID 
TOPICALS 


INFLAMMATORY AND ALLERGIC SKIN CONDITIONS 


Aristocort 


Triamcinolone Acetonide 0.1% 
TUBES OF 6 GM. AND 15 GM. 


Aristocort 


Triamcinolone Acetonide 0.1% 
TUBES OF 5 GM. AND 15 GM. 


INFLAMMATORY, ALLERGIC, INFECTIVE EYE AND EAR CONDITIONS 


Neo-Aristocort 


EYE-EAR OINTMENT 


Each...sparingly applied...offers the unique efficacy of ARISTOCORT 
in topical situations...with 10-fold the potency of hydrocortisone topi- 
cally yet without the hazards associated with systemic absorption 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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IN 
STRESS 
CONDITIONS 


Cardiovascular diseases 
Metabolic diseases 


CAPILLARY AND 
VASCULAR DAMAGE ARE 
COMMON FINDINGS 


In these stress conditions whether caused by 
nutritional deficiencies, environment, drugs, 
chemicals, toxins, virus or infections 


HESPERIDIN, HESPERIDIN METHYL CHALCONE 


or LEMON BIOFLAVONOID COMPLEX 


are indicated as therapeutic adjuncts for 
the control and management of the associated 


capillary and vascular damage. 


Sunkist and Exchange Brand Hesperidin : 
and Lemon Bioflavonoid Complex Sunkist Growers 


are available to the medical profession PRODUCTS SALES DEPARTMENT 
PHARMACEUTICAL DIVISION | 


in specialty formulations developed by 
leading pharmaceutical manufacturers. 
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The check is the only price 


this ulcer patient pays 


There are times, of course, when. ulcer patients 
cannot be permitted a full diet. In general the fewer 


those times the better. 


PEPULCIN permits your patients a full, normal diet, 

provides antisecretory, antacid and antihemorrhagic activity. 
It requires only a few doses daily. Renal, hepatic, or 
hematological dysfunction has not been reported. 


Comprehensive literature available 


Scopolamine Methy! Nitrate, Aluminum Hydroxide, Magnesium Hydroxide, and Ascorbic Acid 
SUPPLIED: Tablets, bottles of 100. 


VES-CAMERON COMPANY phitaceiphia 1, Pa. 


> 
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“nutrition ... present as a modifying or complicating 
factor in nearly every illness or disease state”! 


the rationale for 


in 
infectious disease 


“There are ample, critical, sta- 
tistically significant studies to 


in 
cardiac disease 


“B vitamins should be an inte- 
gral part of the treatment pre- 


scribed for any patient with 
cardiac disease. ... As a conse- 
quence of special low salt diets 


indicate that good nutrition is 
important for optimal resist- 
ance to infection, for a superior 


tissue capability to cope with 
disease and injury, and for maximum anti- 
body formation.”5 
“Fever also increases vitamin requirements. 
This is especially true of the B-complex and 


and diuretics prescribed to 
release the water held in the body fluids by an 
excess of sodium, the B vitamins are ‘washed 
out’ of the body with the salt, and the diffi- 
culties of the disease are compounded.” 


Each Theragran supplies: 
Vitamin A 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate . 10 mg. 
Riboflavin 10 mg. 
Niacinamide 100 mg. 
Ascorbic Acid 200 mg. 
Pyridoxine Hydrochloride 5 mg. 
Calcium Pantothenate . 20 mg. 
Vitamin B,, Activity Concentrate 5 meg. 
Dosage: \ or more daily as indicated. 
Supply: Family Packs of 180. Bottles of 30, 
60, 100 and 1,000. 


THERAGRAN with Minerals 
available as THERAGRAN-M 
(SQUIGD VITAMIN. MINERALS FOR THERAPY) 
bottles of 30, 60, 100 and 1,000 
capsule-shaped tablets and 

Family Packs of 180. 


Also available: Theragran Liquid, bottles of 
4 ounces; Theragran Junior, bottles of 30 and 100. 


C vitamins. Liquid and soft diets, which are 
commonly prescribed early in disease, are 
inadequate in these vitamins. It is advisable 
to give supplementary vitamin capsules dur- 
ing the actual illness and convalescence."6 


References:\. Youmans, J. B.: Am. J. Med. 
25:659, Nov. 1958. 2. Gertler, M. M.: Paper 
— at Conference on Metabolic 

actors in Cardiac Contractility, N. Y. Acad. 
Sciences, New York City, N. Y., March 
18-19, 1958. 3. Fernandy-Herlihy, L.: 
Lahey Clinic Bull. 11:12, July-Sept. 1958. 
4. Spies, T. D.: J.A.M.A. 167:675, June 7, 
1958. 5. Halpern, S. L.: Ann. N. Y. Acad. 
Sei. 3:147, Oct. 28, 1955. 6. Pollack, H., and 
Halpern, S. L.: Therapeutic Nutrition, 
National Academy of Sciences and National 
Research Council, Washington, D. C., 1952, 
p. 54. 7. Kountz, W. B.: Mod. Med. 25:102, 
Aug. 1, 1957. 8. Sebrell, W. H.: Am. J. Med, 
25:673, Nov. 1958. 
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the use 


m 
rheumatoid arthritis 
Ser SR pd “It is our practice to prescribe 


rau. a multiple vitamin preparation 
to patients with rheumatoid 
weg arthritis [collagen disease] 
simply to insure nutritional 
adequacy. . 
“Many rheumatologists now look for nutritive 
failure among the patients who have arthritis 
and other debilitating diseases.’’4 


in 
degenerative disease 


“Most degenerative disease 

changes are believed to be 

related to disturbed nutrition. 

. Even though blood levels 

may be adequate [for vitamin 

A, vitamin D, thiamine, ascor- 

bicacid, and riboflavin}... many individuals will 

improve with supplementary administration. 

“In chronic diseases ...in which there is a loss 

of appetite, difhculty in eating or abnormal 

metabolic demand, symptoms of B vitamin 

deficiencies also have been found frequently 

and should always be looked for in their 
management."’8 


for the next patient you see who needs nutritional support 


SQUIBB FOR T 


Squibb Quality — the Priceless Ingredient 
“"Theragran’® is a Squibb trademark. 
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Emergency! 


Phones are left to dangle when an acutely agitated 
patient creates an emergency situation. 

The patient? Perhaps suffering postalcoholic 
syndrome—delirium tremens, for example. Or, a 
cardiac with intractable hiccups. Again, the pa- 
tient might be a severely vomiting primigravida. 

With SPARINE you are prepared for almost any 
crisis—psychic or physical. SPARINE helps control 
apprehension and agitation, nausea and vomiting, 
hiccups. It modifies reaction to pain and potenti- 
ates analgesics. 


HYDROCHLORIDE | 
Promazine Hydrochloride, Wyeth 


TABLETS SYRUP Philadelphia 1, Pa. 


INJECTION 
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¢ in non-specific vaginitis 


e in postpartum care 


¢ after vaginal surgery 


Triple Sulfa Cream 
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in the depressed, unhappy patient 


PROMPTLY IMPROVES MOOD 


without excitation 


of 


* Acts fast to relieve depression and its common symptoms: 
sadness, crying, anorexia, listlessness, irritability, 
rumination, and insomnia. 


Restores normal sleep—without hang-over or depressive 
aftereffects. Usually eliminates need for sedative-hypnotics. 


| EFFICACY AND SAFETY CONFIRMED IN OVER 3,000 
DOCUMENTED CASE HISTORIES."*?* 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. for depression . 
Composition: Each light-pink, scored tablet contains 1 mg 


2-diethylaminoethyl benzilate hydrochloride (benactyzine HCl) At 
and 400 mg. meprobamate. p O 
> 


References: 
1. Alexander, L.: J.A.M.A, 166:1019, March 1, 1958. 
mo 2. Current personal jons; in the files of Wallace Laboratories. @)°wWALLACE LABORATORIES, New Brunswick, N. 7. 


3. Pennington, V.M.: Am. J. Psychiat. 115:250, Sept. 1958 mann 
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AFTER HOURS 


conversation-piece desk ornament . . . 


I started in woodworking before 
going into the U. S. Army Medical Corps in 
1942. I had only a small shop at that time. 
Upon returning after World War II, I began 
adding to my shop. I outgrew the basement 
of my house several years ago and took over 
the children’s play house, since they had out- 
grown that! After enlarging the playhouse, | 
now have a very complete shop. 

Among my projects is a room, 11’ x 34’, 
which I completed by sealing in knotty pine 
and putting down a hardwood floor. I sealed 
a room which had been a porch, 9’ x 20’, 
in mahogany plywood with solid mahogany 
trim. I have refinished many pieces of furni- 
ture, and built two surf boards, ten and twelve 
feet long. 

My latest project, just completed, is a solid 
walnut grandmother’s clock. The walnut is 
from a tree that was in the yard of a friend 
until eight years ago. It was cut into one inch 
boards and cured in my basement. I planed 
these to a half-inch to make the clock case. 
The case is put together entirely by gluing . . . 
the only nails used are those that hold the 
glass in the doors, and the only screws are 
those in the hardware. The movement and 
dial of the clock were imported from England. 

When I get interested in the work in my 
shop, I forget about medicine, patients, and 
everything except the project at hand. The re- 
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Photographs with brief description of your hobby wil 


physician figurine. . . 


be welcomed. A 
an imported, wooden (handcarved) 


will be sent for each accepted contribution. 


laxation afforded by a good hobby is invalu- 

able to everyone, but especially to physicians. 

I hope that this write-up may encourage other 

physicians to develop an interest in woodwork- 
ing, or some other hobby. 

JoHN M. McGEHEE, M.D. 

Cedartown, Georgia 


Dr. McGehee is shown in his "'play- 
house" workshop. Also pictured, a 
finished product — the beautiful 
grandmother's clock . . . one of Dr. 
McGehee's favorite projects. 
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antiallergic 


NOSE-OPENER 


controls allergic factors — a Clears air passages 
eliminates itching 
and sneezing | decongests without 
with antihistaminic q rebound congestion 
Thonzylamine HCI 


R i safe — no pediatric 
spreads almost instantly 4 ae dosage form is needed 


penetrates mucous barrier | “| I combats infections 


Thonzonium bromide 0.05% 
Neomycin sulfate 0.1% 
Gramicidin 0.005% 
Thonzylamine HCI 1.0% 
Phenylephrine HCI 0.25% 


15 ml. atomizer 
and dropper bottle. ae ‘ 7 
Also, Biomydrin® F nasal spray 
with hydrocortisone alcohol ome 
0.02% —useful in the most 


stubborn cases of edema and 
inflammation. 15 ml. atomizer. 


nasal spray /drops 
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YESTERDAY, A COUGH SPOILED HIS DRAWING 


TODAY HIS COUGH IS UNDER CONTROL 


WITH 


BENYLIN 


EXPECTORANT 


BENYLIN EXPECTORANT contains in each 
fluidounce: 
Benadry|l® hydrochloride 

(diphenhydramine hydrochloride, 


Ammonium chloride ................. 12 gr. 


supplied: BENYLIN EXPECTORANT is avail- 
able in 16-ounce and 1-gallon bottles. 


* PARKE, DAVIS &4 COMPANY 


bet * DETROIT 32, MICHIGAN 


‘ 


new... highly effective tranquilizer 


Comparison of TENTONE usefulness 


USEFULNESS 
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... for extended office practice use 


Methoxyp: omazine Maleate LEOERLE 


NEW PHENOTHIAZINE COMPOUND FOR THE LOWER AND MIDDLE RANGE OF DISORDERS 


~~ Positive; rapid calming €ffect in mild and moderate cases. 
Siriking freedom fromierganic toxicity, incolerance, or sen- 
sitivity at low dosage, Greater freedom 
from induced depression of drug habituation. <@ May be use- 
tah, as with other wanquilizers, to potentiate action of analgesics, 
sedatives, narcotics. —agme Facilitates management of surgical, 
obstetric, and other hospitalized Indicated when 
more than a miki sedative @ffect is desired...and less than psy- 
chosis is involved. “a= Dosage range: Jn mild io moderate cases: 
from 30 to 100 mg. daily. Im moderate to severe cases: {rom 75 to 
500 mg. daily. 
LEDERLE LABORATORIES, a Division of AMERICAN 
CYGNAMID COMPANY, Pear! River, New York 
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CLINICAL STUDY OF CADMIUM 
SULFIDE SHAMPOO 


Canad. M. A. J. 79:917 (Dec. 1) 1958 


PRELIMINARY AND SHORT REPORT 


CADMIUM SULFIDE SHAMPOO 
IN SEBORRHEA CAPITIS 


J. Invest. Dermat. 29:159 (Sept.) 1957 


New Beneficial Agents in the 
Treatment of Acne Vulgaris 
and Seborrheic Dermatitis 

Postgrad. Med. 24:439 (Oct.) 1958 


Cadmium Shampoo 
Treatment 

Of Seborrheic 
Dermatitis 

Texas J. Med. 53:640 (Aug.) 1957 


“In treatment of seborrhoea of the scalp 
with cadmium sulfide 1% (Capsebon), a 
good result was obtained in 71% of the 
127 cases, a fair result . . . in 15%, and 
no result in 14%. The preparation is an 
excellent shampoo. Its use does not 
bring about ‘rebound’ oiliness. No toxic 
side effects were seen.” 


J. H. HARVEY, M.D., and L. P. EREAUX, M.D. 


“Of eighty-four patients treated for seb- 
orrheic problems in the scalp with . . . 
cadmium sulfide shampoo . . . seventy- 
nine [94%] obtained good to excellent 
results.” 


W. L. KIRBY, M.D. 


** _.. this preparation does appear to be 
one of the better antiseborrheic agents. 
The effectiveness and cosmetic accept- 
ability of this preparation would appear 
to warrant its further use.” 


D. G. STOUGH, M.D.; ROBERT LEWIS, M.D.; 


B. L. FARMER, M.D.; L. S. OSMENT, M.D., 
and R. O. NOOJIN, M.D. 


. . am extremely useful agent in 
control of chronic or recurrent sebor- 
rhea of the scalp . . . an important con- 
tribution...” 


J. FRED MULLINS, M.D., 
and JAMES R. BARNETT, M.D. 
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THESE STATEMENTS REFLECT THE 
GROWING RECOGNITION OF CAPSEBON'S 


e effectiveness e safety e cosmetic acceptability 


Capsebon is easy to apply—easy as an ordinary shampoo, and just as quick. 


Available in 4-0z. bottle, on prescription only. 
Additional references available from Professional Service Department on 
request. 


apsebon 


1% cadmium sulfide suspension 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 


- and effectiveness of this therapeutic shampoo 
\ 
_ 
AFTER 
| 


e with chronic fatigue 
e with neurasthenia 


e with difficulty in concentrating 


A totally new molecule with a new type 
of gentle antidepressant effectiveness... 
free from undesirable overstimulation and 
hyperirritability. Also, notably effective 
in children with behavior problems. 
Supplied in scored tablets containing 25 mg. of 
2-dimethylaminoethanol as the p-acetamido- 
benzoic acid salt. In bottles of 100 and 500. 
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Who Is This Doctor? 


Identify the famous physician from clues in this brief biography 


Born in Persia in 980, he is known as the Prince of Physicians. 
He was also an eminent philosopher, scientist, statesman and poet. 

At the age of 10 he knew the Koran by heart. At 16 he began the 
study of medicine. At 18 he was famous. At 21 he had written an 
encyclopedia of the sciences. 

He wrote in Arabic and in Persian. His philosophy and his poetry 
are among the greatest in Arabic literature. 

His great medical work is the Canon, of some one million words, 
intended, as its title indicates, to be the authoritative and final word 
on medicine. It is a coordination of Hippocrates, Galen and Aristotle, 
the latter his idol. 

The Canon is divided into five books. The first is devoted to 
theoretical medicine, the second to simple medicaments, the third to 
diseases and their treatment according to their locality, the fourth to 
general diseases which attack various parts of the body at the same 
time, the fifth to the composition and preparation of drugs. Some 
of the subjects dealt with are poisons, rabies, venesection, cancer of 
the breast, hydrocele, tumors, skin disease, labor (in which he de- 
scribes the use of obstetrical forceps) meningitis, chronic nephritis, 
facial paralysis, pyloric stenosis, stomach ulcers, tic douloureaux and 
the anatomy of the eye. 

The Canon was badly translated into Latin by Gerard of Cremona 
but remained in this form as the standard textbook of medicine until 
about 1650; it was then still in use in the universities of Vienna, 
Louvain and Montpellier. 

His second most important work was al-Shifa (the book of recov- 
ery), which includes treatises on logic, physics, mathematics and 
metaphysics. He wrote also on the speed of light, the physics of 
musical tones and harmony, mineralogy and chemistry. One of his 
works, On the Uselessness of Astrology, could have eliminated a 
pernicious medieval practice had its advice been accepted. 

While marching with the army in a campaign, he was seized with 
“severe colic” and died in June, 1037. 

Can you name this doctor? Answer on page 200a. 
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treatment 
of ACNE 


. An anti-infective to prevent 
the formation and/or spreading of pustules. _/ 


a clear...colorless...quick-drying solution. 

forms an odorless, invisible protective film over infected and susceptible areas. 
bactericidal on application... bacteriostatic over a prolonged period of time. 
ideal for prophylactic or adjunctive therapy. 


Pro-Blem contains 70% isopropyl! alcohol—a potent cutaneous bac- Pro-Blem should be applied 3 to 4 times daily, or ot more 
tericidal agent, 0.1% hexachlorophene—on effective cutaneous bacte- frequent intervals, with a wad of cotton or directly by hand and 
riostatic agent and 0.5% cetyl! alcohol—to bind the hexochlorophene massaged onto affected areas and allowed to dry. Optimum re- 
to the skin for prolonged bacteriostatic effect sults are obtained with continued use. 


PHARMACEUTICAL CORP. NEWTON, MASSACHUSETTS 


Pro-Blem is also highly effective in the treatment of sycosis vulgaris and other infectious dermatitis of the face. 
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“Nitrofurantoin [FuRADANTIN] was effective 
clinically, with a pronounced improvement, in- 
dicated by the appearance of the urine as well 
as by verbal commendation by the patient, 
within 24 to 36 hours. ... Some of these patients 
with seemingly impossible cases were cured of 
their infection.”! 

“During the initial week of therapy, when the 
dose of nitrofurantoin was 100 mg. four times a 
day, the urine became free of pus and bacteria. 
Symptoms of urinary frequency, urgency, and 
dysuria were relieved.”"? 


FREEDOM FROM DRUG-INDUCED COMPLICATIONS 

@ Nosignificant development 

of bacterial resistance in over 7 years. 

@ No irreversible toxic effects on 
kidneys, liver, blood-forming organs or 
central nervous system ever reported. 

@ No monilial superinfection or 
staphylococcic enteritis ever reported. 

@ No fatalities from FurRADANTIN therapy; 
the margin of safety is 90 to 1. 

@ ‘The drug was given continuously and 
safely for as long as three years.""? 


AVERAGE FURADANTIN ADULT DOSAGE: One 100 mg. tablet q.i.d. taken with meals and at bedtime with 
food or milk. Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


REFERENCES: 1. Stewart, B. L., and Rowe, H. J.: J. Am. M. Ass. 160:1221, 1956. 2. Lippman, R. W., et al.: 


J. Urol., Balt. 80:77, 1958. 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides A. 


EATON LABORATORIES, NORWICH, NEW YORK 


| 
from pain, infection and drug-induced complications 
brand of nitroturantoin 
| 


TABLETS AND ELIXIR 


To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 
In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 


apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 
contains: Rach Tablet: Ses. e tiatric protects capillary integrity 


e Niatric prevents brain tissue hypoxia 


Ascorbic Acid 


Bioflavonoids q 
Alcohol Send now for samples and literature . . . 


Average Dose: 1 tablet or 1 tsp. (5 cc.) tid. A F. ASCHER AND COMPANY, INC. 


Supply: Tablets, bottles of 100 and 500. 
Elixir, bottles of 1 pint. Ethical Medicinals / Kansas City, Missouri 


~ 
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“Doctors can't help shingles?” 


Physicians who have used PROTAMIDE extensively deplore such 
statements as unfortunate when they appear in the lay press. They 
have repeatedly observed in their practice quick relief of pain, 
even in severe cases, shortened duration of lesions, and 

greatly lowered incidence of postherpetic neuralgia when 


PROTAMIDE was started promptly. A folio of reprints is 


fi available. These papers report on zoster in the elderly— 


the severely painful cases — patients with extensive 


lesions. PROTAMIDE users know “shingles” can be helped. 


PROTAMIDE' 


herman Laboratories 
Detroit 11, Michigan 
Available: Boxes of 10 ampuls— prescription pharmacies. 
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in hypertension— 
first rule out 
pheochromocytoma 


Readily performed in the office unassisted, the reliable diagnostic test for pheochromocytoma 
with Regitine should be routine in hypertension. A potent antiadrenergic, Regitine is also valuable 
therapeutically in hypertensive crises and in peripheral vascular disease. A concise, illustrated 
booklet, THE TEST WITH REGITINE FOR PHEOCHROMOCYTOMA, is available at no charge. For your 
copy write: Medical Service Division, CIBA, Summit, New Jersey. SUPPLIED: Ampuls Gor 
intramuscular or intravenous use in diagnosis), each containing 5 mg. 


Regitine methanesulfonate in lyophilized form. Tablets for oral admin- 4A iti ne 
istration (white, scored), each containing 50 mg. Regitine hydrochloride. 


(phentolamine CIBA) 


2/2617™B 


MEDICAL TIMES 


ef 
bs 
| 
ah a 
SUMMIT. NEW JERSEY 
7ba 4 
ft. 
¥ 


STOP OOO sex mues 


WITH A SINGLE DOSE OF 


2 oz. 
TuSSIONEX ° 
liquid... 
ori2 
Tussiowex 
tablets... 
a six day 
supply 


Adults: 
1 tsp. or tablet q 12h 


Y teaspoon q 12h 
Y% teaspoon q 12h 
1 teaspoon q 12 h 


A ‘Strasionic’ Antitussive Dihydrocodeinone Resin — Phenyltoloxamine Resin 


> » & as advanced as stratospheric jets. One shrinks 
distance...the other stretches 
time between coughs. Both spell progress. 


8-12 Hour Cough Control with a Single Dose 


Stop Useless Debilitating Cough without 


impairing protection of cough mechanism 


Each teaspoonful (5c.c.) or tablet Tussionex 
provides 5 mg. dihydrocodeinone and 10 mg. 
phenyltoloxamine as resin complexes 


EX 
Children: 
Under | year..... 
Over 5 years..... Rx only. Class B taxable narcotic. 
For Literature, Write... 
Si Lasoraronies 
nocnesver, J 
Originators of ‘Strasionic’ (sustained ionic) Release 


In peptic ulcer, 


five aids to comprehensive management 


with 1 preparation 


Added to the therapeutic regimen, ALUDRox SA simplifies your 
comprehensive management of the peptic-ulcer patient. With 
ALuprRox SA you can relieve the patient's pain, reduce his acid secre- 
tion, inhibit gastric motility, calm his emotional distress, and promote 
healing of his ulcer. 


Ambutonium, an important new anticholinergic of demonstrated 
usefulness, is incorporated in ALUDROx SA to provide potent anti- 
secretory and antimotility effects without significant side-reactions. 


anticholinergic antacid sedative  anticonstipant « pepsin-inhibitor 


ALUDROX 


Suspension and Tablets. Aluminum Hydroxide Gel with Magnesium Hydroxide, 
Ambutonium Bromide, and Butabarbital, Wyeth. 


® 
Philadelphia 1, Pa. 
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These questions were prepared by the Professional Examination Service, a division 
of the American Public Health Association, Answers will be found on page 85a. 


1. The administration of liver extract to a 
patient suffering from a relapse of pernicious 
anemia does not cause a: 

A) Rise in blood sugar. 

B) Rise in serum uric acid. 

C) Fall in plasma iron. 

D) Fall in plasma bilirubin. 

E) Retention of nitrogen. 


2. The anticoagulant action of heparin can 
be inhibited by: 

A) Serum. 

B) Prothrombin. 

C) Calcium salts. 

D) Fibrinogen. 

E) Protamine. 


3. The main advantages that bromides have 
over other sedatives is that: 

A) Acute fatal poisoning by them has sel- 
dom if ever occurred in man. 

B) Prolonged use of these drugs has few 
undesirable side effects. 

C) Sleep induced with these drugs is usually 
deep and refreshing. 

D) They produce marked euphoria without 
habituation. 

E) Mentation is relatively unaffected. 


4. The usual method of elimination of 
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phenobarbital from the body is its: 

A) Combination with glycine. 

B) Excretion by the kidneys. 

C) Combination with glucuronic acid. 

D) Split to urea and a 3-chained fatty 
acid. 

E) Oxidation in the liver. 


5. The sensory abnormality known as thal- 
amic overreaction consists of: 

A) Overreaction to ordinary stimuli. 

B) A lowered threshold to sensory stimuli. 

C) A raised theshold to sensory stimuli and 
overreaction. 

D) Episodes of sham rage in the decerebrate 
animal. 

E) A lowered threshold to sensory stimuli 
and overreaction. 


6. The maximum serum concentration of 
terramycin obtained after a single oral dose of 
50 mgm./kg. is approximately: 

A) 2.6 Micrograms percent. 

B) 14.0 Micrograms percent. 

C) 28.0 Micrograms percent. 

D) 42.0 Micrograms percent. 

E) 80.0 Micrograms percent. 


7. A complication which may occur as a 
Continued on page 84a 
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the anatomy of SENSIBILITY 


“ #3 An alert and exquisite “fifth sense” in clinical diagnosis is tactile sensibility, as, ONE DOZEN GENUINE TRANSPARENT 
for example, in discerning the presence and quality of a nodule in the thyroid. | _ . : . 
as Patients esteem their own tactile sensibilities, as well, and notably in the choice of a prophylactic, | @Qsnp > | 


RAMSES,® for example, in which utmost sensitivity is preserved —“built-in.” The superior pro- 
phylactic, RAMSES is a tissue-thin rubber sheath of amazing strength, of solid clinical reliability, 
and yet smooth as silk, transparent as gossamer, almost out of human awareness. } ‘eueece recewviactics 


RAMSES enables the physician to rely on rigorous cooperation for putting an end to the cycle Se ee er 

of re- and re-infection with Trichomonas,' due most often to unprotected sexual intercourse.* 

Without imposition, or deprivation, for the sake of cure, routinely using RAMSES will assure ® 

positive clinical control with a minimum of awareness, for in RAMSES the sensitivity is “built-in.” RAMSES 
PROPHYLACTICS 


1. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. 
er : 2. Giorlando, S. W., and Brandt, M. L.: Am. J. Obst. & Gynec. 76:666 (Sept.) 1958. 


Pacini’s corpuscie Meissner’s corpuscle Ruffini’s spindle 
(pressure sensibility) $ (tactile information) $ (warmth 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 


RAMSES is a registered trade-mark of Julius Schmid, Inc. 
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in check 
around the clock 


PRELUDIN 


brand of phenmetrazine 


ENDURETS 


New long-acting PRELUDIN ENDURETS 
offer you a new method...a more 
convenient method...of administering 
this well-established, reliable 
appetite-suppressant. The new ENDURETS 
form virtually eliminates the vexing 
problem of the forgotten dose because... 
just one PRELUDIN ENDURET taken 
in the morning generally curbs the appetite 
throughout the day. 
PRELUDIN ENDURETS afford greater 
convenience for your patient... 
added assurance to you that medication 
is being taken as prescribed. 
PRELUDIN® (brand of phenmetrazine hydrochloride) 
ENDURETS.'~ Each ENDURETS prolonged-action tablet 
contains 75 mg. of active principle 
PRELUDIN is also available as scored, square pink 


tablets of 25 mg. for 2 to 3 times daily administration. 
Under license from C. H. Boehringer Sohn, ingeiheim. 


ENDURETS 15 A GEIGY TRADEMARE 


GEIGY 


ARDSLEY, NEW YORK 
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clinically established as a 
soothing, protective therapy 


which accelerates healing in 


numerous skin conditions 


OINTMENT 


Se 


has been shown to substantially 
inhibit growth* of the ammonia 
| producing Bacterium ammoniagenes 


one of the many causes of 


diaper rash 


| 


*agar plate zone of inhibition 8 mm. 


SAMPLES of Desitin Ointment ...pioneer external cod liver oil therapy...on request. 


DESITIN cHeEmICcAL COMPANY 


812 Branch Avenue ¢« Providence 4, R. I. 
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THE 
ACID VAGINAL DOUCHE 
BUFFERED 


AN ACID pH Buco soothing inflamed tissue 


Low surface tension 


effectively penetrating 
vaginal folds 


“Clean” refreshing odor 


assuring patient acceptance 


Valuable adjunct in man- 
agement of monilia, tri- 
chomonas, staphylococ- 
cus and streptococcus 
vaginal infections. 


‘San Franciecc 


4 


| 
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See reverse side for detail. 
MASSENGI Ii POWDER 


massengill 


What is a BUFFER? 


Medical dictionaries define it as a substance 
which, added to a solution, causes resistance to 
any change of hydrogen-ion concentration 


(pH) when either acid or alkali is added. 


powder 


The BUFFERED 
acid vaginal douche 


The normal vagina has a pH of 3 to 4.5. This low pH inhibits growth of most 
pathogenic invaders. Usually, an infection will cause the pH to rise to the neutral 
or alkaline range which favors the multiplication of pathogens. 

The alkaline mucosa neutralizes a simple, unbuffered acid douche, like vinegar, 
within 30 minutes. 

In contrast, the buffered acid douche solution of Massengill Powder (pH 3.5-4.5) 
resists neutralizing. The normal, low pH is maintained for 4 to 6 hours and as long 
as 24 hours in recumbent patients. This low pH inhibits the propagation of monilia, 
trichomonas vaginalis and pathogenic bacteria. However, the beneficial Déderlein 
bacillus thrives in this pH range. 


ASSENGILL COMPANY 


Bristol, Tennessee * New York * Kansas City * San Francisco 
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the complaint: “nervous indigestion 
the diagnosis: any one of several nonspecific gastrointestinal disorders requiring relief of 
symptoms by sedative-antispasmodic action with concomitant digestive enzyme therapy. 
the prescription: a new formulation, incorporating in a single tablet the actions of Donnatal 
and Entozyme. the dosage: two tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer layer: 
Hyoscyamine sulfate . .0.0518 mg. 
Atropine sulfate -....0.0097 mg. 
Hyoscine .0.0033 mg. 
Pepsin, N.F. .. 


in the enteric-coated core: 


DONNAZYME= 


H. ROBINS COMPANY, INCORPORATED + RICHMOND 20, VIRGINIA 
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Concluded from page 79a 


result of the use of ion exchange resins in the 
management of heart failure is: 

A) Direct toxic effect on the liver. 

B) Acidosis. 

C) Alkalosis. 

D) Digitalis intoxication. 

E) Direct toxic effect on the kidney. 


8. In a patient on daily 10-gram doses of 
ammonium chloride, a positive sodium balance 
usually appears around the: | 

A) Second day. 

B) Fifth day. 

C) Tenth day. 

D) Fourth week. 


E) Second month. 


9. In administering digitalis to a patient 
with auricular fibrillation, the therapeutic effect 
and dosage should be gauged, among other 
things, by the: 

A) Radial pulse rate. 

B) Onset of vomiting. 

C) Disappearance of dyspnea. 

D) Apical rate. 

E) Degree of comfort of the patient. 


10. The treatment of choice in beriberi 
heart disease with right heart failure is: 

A) Quinidine for control of the frequent 
arrhythmias. 

B) Mercurial diuretics for control of pe- 
ripheral edema. 


the “full-range”’ 
oral hypoglycemic agent 


in the management of 


mud, moderate and severe diabetes 


(juvenile and adult) 
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C) Vitamin 
D) Vitamin B,. 
E) Digitalis. 


11. A 17-ketosteroid excretion of nearly 
zero in a male patient suffering from Addison’s 
disease suggests: 

A) Almost total absence of adrenal cortical 
function. 

B) Tuberculosis rather than atrophic adrenal 
cortices. 

C) Laboratory error. 

D) Secondary rather than primary adrenal 
cortical insufficiency. 

E) Development of adrenal cortical hemor- 
rhage. 


12. The bilirubinemia of heart failure is the 
result of: 

A) Impaired renal excretion of urobilinogen. 

B) Increased hepatic blood flow. 

C) Increased rate of hemolysis and de- 
creased excretion of bile. 


D) Decreased excretion of bile. 
E) Increased rate of hemolysis. 


13. The purplish red skin striae of Cushing's 
syndrome are thought to result from: 

A) Polycythemia. 

B) Sodium retention. 

C) Changes in the basal cells of the epi- 
dermis. 

D) Increased collagen. 

E) Tissue protein defect. 


14. In moderately severe cases of blastomy- 
cosis, a promising drug that may be tried is: 

A) Chloromycetin. 

B) Aldinamide. 

C) Stilbamidine. 

D) Isoniazid. 

E) Nitrogen mustard. 


1 (A), 2 (B), 3 (A), 4 (B), 5 (C), 6 (B), 7 
(B), 8 (B), 9 (D), 10 (D), 11 (D), 12 (C), 
13 (E), 14 (C). 


DBI (N1.8-phenethylbiguanide HC!) is an entirely new oral hypoglycemic compound, 


daily insulin requirement. 


withdrawal of DBI. 


different in chemical structure, mode of action, and in spectrum of activity from the sulfon- 
ylureas. DBI is usually effective in low dosage range (50 to 150 mg. per day). 


“full-range” hypoglycemic action — 08! jowers elevated blood-sugar and 
eliminates glycosuria in mild, moderate and severe diabetes mellitus... 


brittle diabetes, juvenile or adult—DBi combined with injected insulin improves regulation 
of the diabetes and helps prevent the wide excursions between hypoglycemic reactions and 
hyperglycemic ketoacidosis. 

stable adult diabetes — satisfactory regulation of diabetes is usually achieved with DBI 
alone without the necessity for insulin injections. 

juvenile diabetes — DB! often permits a reduction as great as 50 per cent or more in the 


primary and secondary sulfonylurea failures — DB! alone, or in conjunction with a sulfon- 
ylurea, often permits satisfactory regulation of diabetes in patients who have failed to 
respond initially or who have become resistant to oral sulfonylurea therapy. 


smooth onset — less likelihood of severe hypoglycemic reaction — DBi has a smooth, 
gradual blood-sugar lowering effect, reaching a maximum in from 5 to 6 hours, and a 
return to pretreatment levels usually in 10 to 12*hours. 

safety — daily use of DBI in therapeutic dosage for varying periods up to 2% years has 
produced no clinical toxicity. 

side reactions — side reactions produced by DB! are chiefly gastrointestinal and occur with 
increasing frequency at higher dosage levels (exceeding 150 mg. per day). Anorexia, nausea 
or vomiting may occur — but these symptoms abate promptly upon reduction in dose or 


supplied — DBi, 25 mg. scored, white tablets — bottle of 100. 


IMPORTANT — before prescribing DBI the physician should be thoroughly familiar with 
general directions for its use, indications, dosage, possible side effects, precautions and 
contraindications, etc. Write for complete detailed literature. 


an original development from the research laboratories of 


u. s. vitamin a pharmaceutical corporation 


Arlington-Funk Laboratories, division + 250 East 43rd Street, New York 17, N.Y. 
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NEW: CHYMAR 


controls inflammation, swelling and pain...Chymar Buccal Guy 
tablets release chymotrypsin directly into the blood stream through y 
the buccal mucosa for rapid systemic anti-inflammatory action. Beneficial 
in the management of inflammatory conditions of any origin, Chymar © oO 
Buccal may be used as the sole anti-inflammatory agent in many cases. 
In more severe conditions the vigorous anti-inflammatory response ob- 
tained with injectable Chymar—Aqueous or in Oil—can be satisfactorily maintained 
with Chymar Buccal tablets. Supplied in bottles of 24 tablets containing purified chymo- 
trypsin from mammalian pancreas. Proteolytic activity . . . 10,000 Armour Units per tablet. 


CHYMAR THE SUPERIOR ANTI-INFLAMMATORY ENZYME 
ARMOUR PHARMACEUTICAL COMPANY xanxaxee, wuinois/Armour Means Protection 
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HYDROCHLORIDE 


In acute, severe pain of myocardial origin, Demerol provides quick relief — with 
less danger of nausea, vomiting, and respiratory or circulatory depression. Demerol 
is administered by subcutaneous, intramuscular or slow intravenous injection. 


Subject to regulations of The Federal Bureau of Narcotics. 
CEMEROL (BRAND OF MEFERIOINE), TRADEMARK U.S. PAT. OFF 


Lad 


... threatened abortion 
... habitual abortion 


...endometriosis 


INOV I I 


EXERTS NO ANDROGENICITY 


Thus, its administration is free of risks of virilism even on 
long-term administration at high dosage. 


Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel 
and 0.15 mg. of ethynylestradio! 3-methy! ether. (—The 
estrogen is added in optimal amount to avoid breakthrough 
bleeding during prolonged use.—) 


NORETHYNODREL... 


1. The only steroid' with both progestational and 

estrogenic effects. 
2. Retains its biologic integrity? following oral administration. 
3. Is progestational and estrogenic in experimental animals. 
4. Is progestational and estrogenic in clinical practice. 
5. Is not androgenic’ in experimental animals. 
6. Is not androgenic’ in clinical practice. 


Enovid represents a positive advance in the treatment of 
pacennteter ll wt of Enevid, is the ently progestin with threatened or habitual abortion‘ and in the treatment and 
the double bond in the position shown, thus differing from an- control of endometriosis®. Physicians may prescribe Enovid 
drogens and estrogens. Norethy intrinsic estro- confidently without producing androgenic manifestations. 
genicity (3 to 7 per cent that of estrone) in addition to its potent 
progestational activity. DOSAGE OF ENOVID FOR THREATENED ABORTION 

Two or three tablets daily on appearance of symptoms. 

This dosage may be reduced to one or two tablets daily when 

symptoms disappear. The reduced dosage should be 

continued to term and increased if symptoms reappear. 


DOSAGE OF ENOVID IN HABITUAL ABORTION 

Two tabiets daily as soon as pregnancy is diagnosed and 
continued without interruption at least through the fifth 
month. Enovid may be safely continued to term if desired. 


DOSAGE OF ENOVID FOR ENDOMETRIOSIS 

The daily dose for the first two weeks is one tablet, two 
tablets daily for the next two weeks, then three tablets daily 
for the following two weeks and finally four tablets 

daily for three to nine months. 


G. D. Searle & Co., Chicago 80, Illinois, Research in the Service 
of Medicine. 


1. Symposium on New Steroid Compounds with Progestotionel! Activity, 

Ann. New York Acod. Sc. 71,483-805 (July 30) 1958 

2. Edgren, 8. A.: The Uterine Growth-Stimuloting Activities of 17a@-Ethyny!-17 
Hydroxy-5(10)-Estren-3-One (Norethynodrel) ond |7a-Ethyny!.19 Nortestosterone, 
Endocrinology 62 689 (Moy) 1958 

3. Rokoff, A. E.: Poges 800-805 of reference | 

4. Tyler, E. T., ond Olson, H. J: Poges 704-709 of reference 1 

S Kistner, &. W., Endometriosis, in Conn, H. F. (editor): Current Therapy ~— 1959, 
Philodelphic, W. 8. Sounders Company, 1959, pp. 610-612 
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MODERN MEDICINALS 


These brief résumés of essential information on the newer medicinals, which 


are not yet listed in the various reference books, can be pasted on file cards 


and a record kept. This file can be kept by the physician for ready reference. 


Amplus Improved, J. B. Roerig & Co., Divi- procedures. Usual precautions applicable to 


sion, Chas. Pfizer & Co., Inc., New York, 
New York. Capsules, each containing 5 mg. 
dextro-amphetamine sulfate, 5 mg. Atarax, 
9 vitamins, and 11 minerals. Indicated for 
weight reduction, as an adjunct to diet; also 
in management of depressive states. Dose: 
One capsule 30-60 minutes before each 
meal. Sup: Bottles of 100. 


Catron, Lakeside Laboratories, Inc., Milwau- 
kee, Wisconsin. Indicated in severe depres- 
sion, angina pectoris, and rheumatoid arth- 
ritis. Dose: Must be individualized accord- 
ing to each patient’s response. Sup: 3 mg. 
and 6 mg. tablets in bottles of 50. 


Disomer, White Laboratories, Inc., Kenilworth, 
New Jersey. Chronotabs containing either 6 
mg. or 4 mg. dexbrompheniramine maleate, 
scored tablets containing 2 mg., or syrup 
containing 2 mg. per 5 cc. Pure antihista- 
mine action indicated for the treatment of 
allergic disorders. Dose: As directed by 
physician. Sup: Chronotabs and tablets in 
bottles of 100, syrup in bottles of 1 pt. 


Heparin in Saline, Abbott Laboratories, North 
Chicago, Illinois. Silicone-coated bottle con- 
taining 2000 USP units of heparin in 30 ml. 
saline. Indicated for heparinization of 470 
ml. of blood for extracorporeal circulation 


(VOL. 87, NO. 8) AUGUST 1959 


the transfusion of whole blood should be 
observed. 


Hydropres, Merck Sharp & Dohme, Division 


of Merck & Co., Inc., Philadelphia, Penn- 
sylvania. Scored light green tablets contain- 
ing either 25 mg. or 50 mg. hydrochloro- 
thiazide with 0.125 mg. reserpine. Indicated 
in the management of all degrees of essential 
hypertension. Dose: As directed by physi- 
cian. Sup: Either size in bottles of 100. 


Marax, J. B. Roerig & Company, Division, 


Chas. Pfizer & Co., Inc., New York, New 
York. Light blue, scored, uncoated tablets, 
each containing 10 mg. hydroxyzine hydro- 
chloride, 25 mg. ephedrine sulfate and 130 
mg. theophylline. Indicated for control of 
bronchospastic disorders such as asthma, hay 
fever and allied allergic conditions. Dose: 
Usual dose for adults, 1 tablet 2 to 4 times 
daily; children, one-half usual adult dose. 
Sup: Bottles of 100. 


Milpath-200, Wallace Laboratories, New 
Brunswick, New Jersey. New dosage form 
of Milpath, each tablet containing 25 mg. 
tridihexethy! chloride and 200 mg. mepro- 
bamate. Indicated for g.i. patients who re- 
quire increased antispasmodic effect with 


Continued on page 92a 
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CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW PREVALENT 
ARE MULTIPLE 
GALLBLADDER 
ANOMALIES? 


One hundred and twenty-two cases 
of vesica fellea divisa (bilobed gall- 
bladder) and vesica fellea duplex 
(double gallbladder with 2 cystic 
ducts) are reported in the literature. 
A unique case of vesica fellea tri- 
plex has recently been described. 


Source: Skilboe, B.: Am. J. Clin. Path. 
30:252, 1958. 


SS 


SS 


in medical 
management 

and postoperative 
care of biliary 
disorders... 


“effective” hydrocholeresis... 


DECHOLIN 


(dehydrocholic acid, AMES) 


“...dehydrocholic acid...does con- 
siderably increase the volume out- 
put of a bile of relatively high water 
content and low viscosity. This drug 
is therefore a good ‘flusher,’ and is 
effectively used in treating both the 
chronic unoperated patient and the 
patient who has a T-tube drainage 
of an infected common bile duct.”* 


free-flowing bile 
plus reliable spasmolysis 


DECHOLIN... 
BELLADONNA 


“... DECHOLIN/ Belladonna in a dos- 
age of one tablet t.i.d. for a period 
of two to three months may prove 
helpful in relieving postoperative 
symptoms, aiding the digestion, and 
facilitating elimination.”” 
(1) Beckman, H.: Drugs: 


Their Nature, Action and Use, 
Philadelphia, W. B. Saunders Company, 


AMES 


COMPANY, INC 
Elkhort indiona 
Toronto Canada 


1958, p. 425. 
(2) Biliary Tract Diseases, 
M. Times 85;1081, 1957. 
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Modern Medicinals 


Continued from page 89a 


moderate levels of tranquilization (2 tablets 
t.i.d.), or those who require long-term man- 
agement with moderate antispasmodic levels 
but with reduced levels of tranquilization 
(1 tablet t.id.). Sup: Bottles of 50. 


Nardil, Warner-Chilcott Laboratories, Morris 
Plains, New Jersey. Each tablet contains 
15 mg. phenelzine dihydrogen sulfate, a fast- 
acting, non-toxic monoamine oxidase inhib- 
itor with preferential distribution to the brain 
rather than the liver. For treatment of both 
mild and severe depressions when they are 
true, or endogenous, whether larval or overt 
types. The drug is also recommended for 
the depressed phase of manic-depressive 
psychosis. Dose: As directed by physician. 
Sup: Bottles of 100 and 5000. 


Neo-Aristocort Eye-Ear Ointment, Lederle 
Laboratories Division, American Cyanamid 
Co., Pearl River, New York. Combination 
of Neomycin and triamcinolone acetonide 
ointment. Indicated for use in a wide range 
of inflammations and infections of the eye 
and ear. Use: For ocular therapy, apply in 
lower conjunctival sac 2 or 4 times daily or 
as often as every 2 hours. In otic diseases, 
same dosage schedule. Sup: Tubes of “% oz. 


Otobione, White Laboratories, Inc., Kenil- 
worth, New Jersey. Otic drops, each cc. of 
which contains 5 mg. prednisolone acetate, 
3.5 mg. neomycin (from sulfate), and 50 
mg. sodium propionate. Indicated to pro- 
mote maximum patient comfort in treating 
chronic otitis media, otitis externa and other 
common otic infections. Dose: As directed 
by physician. Sup: 5 cc. bottles of sterile 
solution with sealed-sterile dropper. 


Pentothal Sodium Rectal Suspension, Abbott 
Laboratories, North Chicago, Illinois. Rectal 
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anesthetic, each Gram of suspension contain- 
ing 400 mg. pentothal sodium with 24 mg. 
anhydrous sodium carbonate as a_ buffer. 
Indicated whenever it is deemed desirable to 
induce preanesthetic sedation or basal nar- 
cosis by the rectal route. Dose: As directed 
by physician. Sup: Abbo-Sert package con- 
taining 5 Gm. of suspension. 


Polybrene, Abbott Laboratories, North Chicago, 


Illinois. Antiheparin solution indicated wher- 
ever heparin is to be neutralized: after car- 
diac and isolated perfusion surgery involving 
extracorporeal circulation, after accidental 
heparin overdosage, when emergency surgery 
is necessary in a heparinized patient, and if 
trauma causes hemorrhage in a patient on 
heparin therapy. Dose: As directed by phy- 
sician. Sup: 10-ml ampuls in packages of 
1, 5, and 25. 


Polykol Capsules, The Upjohn Company, Kala- 


mazoo, Michigan. New dosage form, each 
capsule containing 250 mg. oxyethylene oxy- 
propylene polymer. Indicated for the pre- 
vention and treatment of constipation asso- 
ciated with hard, dry stools. Dose: Adults, 
2 or 3 capsules daily until regularity is estab- 
lished, then 1 or 2 as needed. Children (6 
to 12 years), 1 or 2 capsules daily until 
regularity is established. Sup: Bottles of 16 
and 100. 


Priscoline Lontabs 80 Mg., Ciba Pharmaceu- 


tical Products, Inc., Summit, New Jersey. 
New dosage form, releasing 15 mg. for im- 
mediate absorption and 65 mg. for gradual 
absorption. Indicated for treatment of spas- 
tic peripheral vascular disorders and to help 
relieve muscle spasms in acute poliomyelitis. 
Dose: 1 or 2 lontabs every 24 hours. Sup: 
Bottles of 100. 

Concluded on page 96a 
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FOR Proven BENEFITS 


with extra relief from anxiety and tension 


The vast majority of meno- 
pausal women, especially 
on the first visit, are nerv- 
ous, apprehensive, and 
tense. PMB-200 or PMB- 
400 gives your patient the 
advantage of extra relief 
from anxiety and tension, 
particularly when the pa- 
tient is “high strung,” un- 
der prolonged emotional 
stress, or when psychogenic 
manifestations are acute. 
Proven menopausal bene- 
fits are confirmed by the 
wide clinical acceptance of 


4 


“Premarin,” specifically 
for the relief of hot flushes 
and other symptoms of es- 
trogen deficiency, together 
with the well established 
tranquilizing efficacy of 
meprobamate. 


Two potencies to meet the 
needs of your patients: 


400 


“PREMARINS WITH MEPROBAMATE* 


PMB-200—Each tablet 
contains conjugated estro- 
gens equine (“Premarin”) 
0.4 mg., and 200 mg. of 
meprobamate. When 
greater tranquilization is 
necessary you can pre- 
scribe PMB-400 — Each 
tablet contains conjugated 
estrogens equine (“Prem- 
arin”) 0.4 mg., and 400 mg. 
of meprobamate. Both 
potencies are available in 
bottles of 60 and 500. 

AYERST LABORATORIES (om) 


NewYork16,N.Y., Montreal,Canada 


*MEPROBAMATE, LICENSED UNDER U. PAT. WO. 2, 724, 720 
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(HYDROCHLOROTHIAZIDE ) 


Initiate therapy with HYDRODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HyDRODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This may be all the 
therapy some patients require. 


Add or adjust other agents as required: HyproDIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of 

other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg. scored tablets HYDRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request 
HYDRODIURIL is a trademark of Merck & Co., Inc. Trademarks outside the U. S.: DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


«> MERCK SHARP & DOHME, Dwision of Merck & Co., Inc., Philadelphia 1, Pa. 
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S.A.Vite, Ayerst Laboratories, New York, 
New York. Sustained action therapeutic mul- 
tivitamin tablets, providing predictable thera- 
peutic potencies at controlled intervals. Indi- 
cated wherever nutritional therapy is needed. 
Dose: | tablet daily, preferably at breakfast. 
Sup: Bottles of 60 and 500. 


Solu-Medrol, The Upjohn Company, Kalama- 
zoo, Michigan. Mix-O-Vials, each contain- 
ing 40 mg. methylprednisolone with lactose. 
Indicated in situations in which a rapid and 
intense hormonal effect is required, includ- 
ing status asthmaticus, drug reactions, con- 
tact dermatitis, urticaria, etc. Dose: Initial 
dose will vary from 10-40 mg. depending 
upon the severity of the condition. Given 
intravenously over a period of 60 seconds 
to several minutes. Sup: 1 cc. size Mix-O- 
Vial. 


Tenuate, The Wm. S. Merrell Company, Cin- 
cinnati, Ohio. Light-blue, press-coat tablets, 
each containing 25 mg. diethylpropion. Indi- 
cated for use in weight control. Suppresses 
appetite without stimulating the central ner- 
vous system. May be used even when heart 
disease or hypertension is present. Dose: 1 
tablet three times daily one hour before meals 
and | tablet in mid-evening if desired. Sup: 
Bottles of 100 and 1000. 


Tigan I.M., Roche Laboratories, Division of 
Hoffmann-La Roche Inc., Nutley, New Jer- 
sey. New dosage form, each cc. containing 
100 mg. Tigan hydrochloride. Indicated for 
the prevention and control of nausea and 
vomiting without any side effects whatever. 
Dose: As directed by physician. Sup: 2 cc. 
ampuls in boxes of 6 and 25. 


Tofranil, Geigy Pharmaceuticals, Ardsley, New 


York. Sugar-coated, coral-colored tablets 
each containing 25 mg. imipramine hydro- 
chloride. Also 25 mg. ampuls in 2 cc. of 
solution. Exercises a specific effect in relief 
of depression. Does not act as a central 
nervous system stimulant in the absence of 
depression, as do the “anti-depressants.” 
Drug is described as “thymoleptic.” Dose: 
For hospitalized patients; dosage may vary 
from 100 mg. to 300 mg. daily as directed 
by physician. For outpatients; dosage may 
vary from 75 to 150 mg. daily. Sup: Tab- 
lets in bottles of 100; Ampuls in cartons of 
10 and 50. 


Triburon Vaginal Cream, Roche Laboratories, 


Division of Hoffmann-La Roche Inc., 
Nutley, New Jersey. White hydrophilic 
cream, containing 0.1% Triburon Chloride. 
Indicated for control of vulvitis and vaginitis 
due to Trichomonas vaginalis, Candida albi- 
cans and Hemophilus vaginalis, as well as 
for those infections in which staphylococci 
and streptococci are the causative organisms. 
Dose: One applicatorful should be introduced 
into the vagina every night for 2 weeks. Sup: 
3 oz. tube with 18 applicators. 


Vasodilan, Mead Johnson & Company, Evans- 


ville, Indiana. Tablets or 2 cc. ampuls, each 
containing 10 mg. isoxsuprine hydrochlo- 
ride. For vascular disorders and men- 
strual cramps. Designed to relieve the sym- 
toms of disorders associated with periph- 
eral and cerebral arterial insufficiency, 
such as arteriosclerosis obliterans, Buerger’s 
disease and Raynaud’s disease. Also effec- 
tive in relieving symptoms of conditions re- 
sulting from uterine hypermotility such as 
primary dysmenorrhea, threatened abortion 
and premature labor. Dose: As directed by 
physician. Sup: Tablets in bottles of 100 and 


ampuls in packages of 6. 
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MULTIPARA 


..and anemia is likaly 


to prolong labor 


to meet multiparas’ greater needs for diet supplementation 


... specify Natalins Comprehensive 


Vitamins and minerals, Mead Johnson 


Natalins Basic 


Vitamins and minerals, Mead Johnson 


both extra-generous in iron, ascorbic acid and calcium 


A study' of multiparas has shown an average dura- 
tion of labor 22.9% greater in anemic patients than 
in those with normal blood pictures. Also the inci- 
dence of anemia was shown to be 50% greater in 
multiparas than in primigravidas.' The proper diet 
supplementation may help to make childbirth 
easier in addition to promoting the health of mother 
and child. 


1. Traylor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 61: 71-74 (Jan.) 1951. 


Natalins Comprehensive tablets supply 12 vitamins 
and minerals, and Natalins Basic tablets supply 4 
vitamins and minerals. Both are formulated to meet 
the special needs of multiparas by supplying gen- 
erous amounts of elemental iron (40 mg. per tablet), 
ascorbic acid (100 mg. per tablet) and calcium 
(250 mg. per tablet). 

Convenient one-a-day tablet dosage. 

Both formulations phosphorus-free. 


Mead Johnson 


Symbol of service in medicine assem 
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bed time, 

story time, 

Syrup Phenergan Fortis time 
for a sick child. 


Syrup Phenergan Fortis 
calms the restless child, 
controls nausea and vomiting, 
eases itching, 

quiets coughing. 


children 

like the cream-mint flavor 

of Syrup Phenergan Fortis, 
parents 

like the way it’s accepted, 
physicians 

like the comfort it provides— 
and the minimal side-effects. 


SYRUP 
PHENERGAN® FORTIS 


HYDROCHLORIDE 
Promethazine Hydrochioride, Wyeth 


Wyeth 


Philadelphia 1, Pa. 
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Whatever the indication,* 


whatever degree of sedation desired 


...a form of Nembutal will meet the need. 


(Nothing faster, shorter-acting, safer in barbiturate therapy.) 


NEMBUTAL 


(Pentobarbital, Abbott) 


*IN THE TREATMENT OF PRE-ECLAMPSIA 
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OR PULMONALE 


THOMAS N. STERN, M.D., Memphis, Tennessee 


oe cor pulmonale repre- 
sents one of the more difficult cardiac problems 
encountered in the average practice. Treacher- 
ous in diagnosis, often unsatisfactory in treat- 
ment, it occurs with sufficient frequency to con- 
stitute a real problem to all physicians no mat- 
ter what their field of interest. Further, there 
seems to be no reason to believe that the inci- 
dence of emphysema, one of the most common 
causes of chronic cor pulmonale, will do any- 
thing but increase in the future; with no effec- 
tive cure for this condition in sight, we may be 
certain that cor pulmonale will be with us for 
some time to come. 

Chronic cor pulmonale has been defined as 
“right ventricular hypertrophy resulting from 
disease involving the lung and the pulmonary 
circulation.”" While a case may be made for 
including such conditions as mitral stenosis and 
left ventricular failure as agents causing pul- 
monary vascular disease it is probably wise for 
the sake of clarity to confine the term to cases 
resulting from primary pulmonary conditions. 

The disease may be likened to hypertensive 
cardiovascular disease. Indeed, it could be 
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called pulmonary hypertensive cardiovascular 
disease since pulmonary hypertension is the 
final common pathway for all the diverse con- 
ditions which result in cor pulmonale. 

The causes of pulmonary hypertension 
range from lesions of the pulmonary vascular 
tree such as congenital pulmonary artery ste- 
nosis, pulmonary sclerosis resulting from the 
“late cyanosis” group of congenital heart dis- 
eases, and repeated pulmonary embolization, 
through diseases causing alveolar-capillary 
block such as diffuse fibrotic, granulomatous or 
neoplastic infiltration of the lung, to extensive 
destruction of alveoli as in emphysema or sur- 
gical removal of large portions of the lung. 
Emphysema and pulmonary fibrosis are prob- 
ably the most common causes of this condi- 
tion; in these conditions anoxia rather than the 
anatomic changes probably cause the elevation 
of pulmonary arterial pressure. Tuberculosis 
is becoming less prominent, while such rare 
conditions as scleroderma, “idiopathic” pul- 


From the Department of Medicine, The University of 
Tennessee College of Medicine. 
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monary hypertension and berylliosis are being 
recognized more frequently. Severe bron- 
chiectasis may be an etiologic factor. It must 
be remembered, however, that just as glomeru- 
lo-nephritis may cause arterial hypertension 
without significant disease in the heart (hyper- 
tensive vascular disease as contrasted to hyper- 
tensive cardiovascular disease), just so there is 
a period in all these conditions where pul- 
monary hypertension exists in the absence of 
heart disease. The right heart primarily is 
adapted to high volume rather than high pres- 
sure loads, but it can tolerate moderate pres- 
sure increases without any discernible change. 
It is only in the presence of anatomical (right 
ventricular hypertrophy) or physiological 
(right ventricular failure) cardiac abnormali- 
ties that we are entitled to say that cor pul- 
monale in addition to pulmonary hypertension 
is present. Diagnosis, then, depends on the 
detection of right heart hypertrophy or decom- 
pensation. While this may be relatively easy 
in the case of congenital heart disease, it is 
frequently extremely difficult in the adult to 
distinguish between left ventricular disease with 
secondary right ventricular change, pulmonary 
disease without significant cardiac involve- 
ment, primary right ventricular disease, and 
true cor pulmonale. 

The symptoms of chronic cor pulmonale are 
those of right heart failure from any cause, pri- 
marily abdominal discomfort from hepato- 
megaly or ascites and swelling in the legs. 
These will be considered more in detail later. 
It is apparent on a moment’s reflection that cor 
pulmonale in itself does not involve the lungs 
and therefore cannot cause dyspnea, orthop- 
nea, cough or hemoptysis. These events may 
be related to the underlying pulmonary ab- 
normality or may represent disease of the left 
side of the heart with decompensation, but 
their presence or absence adds nothing to the 
diagnosis of cor pulmonale. 

Right ventricular hypertrophy may be de- 
tected on physical examination. This is sug- 
gested by a precordial impulse that is wide- 
spread over the left chest or located in the sub- 
xiphoid area even more than by an increased 
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area of cardiac dullness. In rare instances, 
usually of congenital disease, the left para- 
sternal area may actually bulge. Unfortunately, 
however, in patients with emphysema the di- 
ameter of the heart is small in relation to the 
barrel chest, and the expanded lung frequently 
encroaches anteriorly on the area of cardiac 
dullness. Further, where cor pulmonale is due 
to chronic infection such as tuberculosis or 
bronchiectasis, the heart itself is frequently in- 
cluded in the general wasting of body tissue. 

If emphysema is present, heart sounds are 
frequently distant, but pulmonary second sound 
is usually relatively increased in intensity as 
compared to the aortic second sound; further, 
the splitting of the sound normally present may 
be increased. It must be remembered that 
these are signs actually of pulmonary hyper- 
tension rather than cor pulmonale, but the 
former must be present for the latter to exist. 
Systolic murmurs secondary to pulmonary ar- 
terial dilatation may be heard in the second and 
third left intercostal spaces close to the sternum 
and are suggestive, but they are not of diag- 
nostic significance. 

Great care must be taken not to ascribe 
physical findings to cor pulmonale that are in 
fact due to other lesions. Rales and pleural 
fluid have the same explanation as dyspnea 
and cough. Hepatomegaly may exist and is a 
valuable sign if confirmed by careful percussion. 
It is necessary, however, to define the upper 
border before accepting the liver as being defi- 
nitely enlarged, since the depression of the di- 
aphragm so commonly seen in emphysema 
may well lower the whole organ, resulting in 
a depressed liver edge without hepatomegaly. 
In fact, an actually enlarged liver may seem of 
normal or small size on percussion because of 
emphysema. Distention of the neck veins and 
mild degrees of edema may both result from 
increased pressure within the thoracic cage 
rather than cardiac causes; when marked, how- 
ever, these signs may be accepted at face value 
as indicative of right ventricular failure. 

Venous pressure as clinically measured rep- 
resents only partially the pressure gradient be- 
tween the peripheral vein and the heart. The 
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normally negative intrathoracic pressure adds 
30 to 80 mm. of water to this to give the effec- 
tive venous pressure. It easily can be seen 
that if intrathoracic pressure rises toward posi- 
tivity as in emphysema, it will be necessary for 
peripheral venous pressure to rise in order to 
maintain the same pressure gradient. This 
rise in pressure may be sufficient to give an ab- 
normal value and may result in slight edema. 
If it becomes necessary to determine whether 
the venous pressure elevation is due to car- 
diac or pulmonary causes, intrathoracic pres- 
sure may be measured roughly by means of 
Levine tube placed well down in the esopha- 
gus and connected to a water manometer. 

Arm-to-lung circulation time may be pro- 
longed but only a careful test with a good end- 
point should be accepted. Arm-to-tongue 
time is usually within normal limits. 

The x-ray of the chest done as a routine 
measure is disappointing; however, valuable 
information can be gained with special atten- 
tion. Pulmonary arteries may be dilated; this 
frequently overlooked finding of pulmonary 
hypertension is quite suggestive and is the most 
frequent finding on the routine film.*? Unless 
alerted by a clinical history or by extensive 
pulmonary disease, the radiologist will usually 
read cardiac enlargement in the postero-an- 
terior projection as nonspecific or left ven- 
tricular; with more clinical information he may 
agree that the same film shows right ventricu- 
lar enlargement. This is not meant to imply 
intellectual dishonesty or even that the two can- 
not be differentiated. In a fair percentage of 
cases, however, the differentiation can only be 
made with additional views, and even then 
there is some inaccuracy. In addition, the ab- 
solute and relative heart size as compared to 
the transverse diameter of the chest may not 
be large for the reasons mentioned previously. 
For this reason it may be well to view the 
heart that approaches one-half of the internal 
diameter of the emphysematous chest with con- 
siderable suspicion. 

The electrocardiographic diagnosis of right 
ventricular hypertrophy is much more specific 
when it can be made. Many excellent studies 
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have been made of this problem; unfortunately, 
findings are confused by the presence of com- 
plicating disease. Thus the presence of con- 
genital heart disease will alter the electrocardi- 
ographic picture, so that criteria for right ven- 
tricular hypertrophy determined from groups 
including congenital lesions may not be spe- 
cifically applicable; in a similar way athero- 
sclerosis or hypertension as complications must 
be rigidly ruled out. Further, chronic pul- 
monary disease, in itself, may cause right axis 
deviation, low voltage, and a Q wave in V, 
by changes in anatomical position and elec- 
trical conductance.’ Considering these points, 
right ventricular hypertrophy may be diag- 
nosed definitely on the basis of an R:S ratio 
of greater than unity with an R greater than 5 
mm. in V, (or other right ventricular lead) 
in the absence of prolonged conduction time.* 
These criteria are quite accurate when present 
but will be present in under half of cases. 
Complete or incomplete right bundle branch 
block are frequently seen and are quite sug- 
gestive when present, but a definite diagnosis 
cannot be made on this basis alone since these 
abnormalities are of course non-specific and 
may even be seen in normal individuals. A 
secondary R wave in V, greater than 15 mm. 
in height indicates definite hypertrophy even in 
the presence of complete right bundle branch 
block. The narrow high peaked P wave of 
P Pulmonale, usually seen best in lead 2, is 
highly significant when present though not 
common and of unknown cause. Just as addi- 
tional films may help in x-ray diagnosis, leads 
Von, Ven, Ve should be taken when cor pul- 
monale is suspected and the routine EKG is 
not diagnostic. 

The primary purpose of diagnosis is to lead 
to specific treatment. In considering therapy 
of cor pulmonale it is again valid to think of 
systemic hypertensive cardiovascular disease. 
In the latter case, our treatment is two-pronged, 
aimed at helping the heart with its extra bur- 
den by means of cardiac glycosides and diur- 
etics, and at removing the hypertension where 
possible. The same aims apply to cor pul- 
monale. Where the heart is failing, digitalis is 
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indicated. This obviously will not cure the 
condition but will enable the heart to stand up 
better to its unusual burden. In a similar 
manner, diuretic agents and salt restriction may 
be used to alleviate the signs and symptoms of 
decompensation. If failure is severe, phleb- 
otomy may well be helpful. This has the sec- 
ondary advantage of decreasing blood viscosity, 
one of the minor determinants of pulmonary 
pressure and is therefore especially useful if 
secondary polycythemia complicates the un- 
derlying pulmonary disease. Increased rest 
reduces the work of the right heart just as it 
does for the left. 

Our efforts at decreasing the pulmonary ar- 
terial pressure, unfortunately, are much less 
successful than they are in the peripheral cir- 
cuit. The commonly used hypotensive drugs 
have little direct effect on the pulmonary pres- 
sure. What effect they do have seems to be 
chiefly by virtue of decreasing venous return 
and cardiac output. We can combat anoxia 
and hypercapnia, the mechanisms by which 


emphysema results in cor pulmonale.’ In the 
acute situation, oxygen inhalations are valuable 
but must be used with great care in the pres- 
ence of chronic carbon dioxide retention. In- 
termittent positive pressure breathing under 
close supervision coupled with the use of bron- 
chodilating aerosols such as Isuprel® may be 
extremely helpful. Adrenal steroids should be 
used in diseases such as sarcoid, scleroderma, 
berylliosis, histiocytosis, and fibrosis or granu- 
lomatosis of unknown etiology if tuberculosis 
can be excluded; considerable improvement 
will occur in some cases. Even if tuberculosis 
is present, steroid therapy combined with anti- 
tuberculosis drugs may be of great long term 
value. Other pulmonary infections should be 
vigorously attacked with the proper antibiotic 
in adequate dosage and for a sufficient period 
of time. Surgically remediable conditions such 
as pulmonary artery stenosis or mediastinal 
tumor should be operated on. Finally, we may 
be hopeful that an effective hypotensive agent 
for the lesser circulation will soon be found. 


Summary 


The diagnosis and treatment of cor pul- 
monale are major medical problems. Diagnosis 
is confused by the similarities between cor 
pulmonale, other types of heart failure, and the 
pulmonary conditions which may or may not 
cause secondary right ventricular disease. Care- 
ful evaluation of findings, assigning to the right 
heart only those signs and symptoms not caused 
by the state of the lungs, will lead toward ac- 
curate diagnosis. Pulmonary arterial, right 
ventricular and right atrial enlargement on 


x-ray or electrocardiographic signs of right 
ventricular hypertrophy may well establish the 
diagnosis, but it is frequently necessary to 
search beyond routine films and leads. Treat- 
ment is aimed at reduction of extva-cellular 
volume, strengthening of the myocardium, and 
reduction of the pulmonary blood pressure. 
This last may be done by improving pulmonary 
ventilation, by steroid or antibiotic therapy 
where applicable, and by surgery in rare 
cases. 
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In the ordinary clinical practice of medicine, the vast 
majority of patients presenting cardiac symptoms or signs 
fall into a relatively small and well defined group of diseases. 
These include congenital heart disease, rheumatic heart dis- 
ease, hypertensive heart disease, syphilitic heart disease, cor- 
onary heart disease, thyroid heart disease, and senile heart 
disease. In this communication these will be excluded from 
discussion, and we will focus our attention on a group of 
maladies which, although individually rare, are collectively 
encountered often enough to warrant clinical consideration. 
The following case histories will serve to illustratle@® @ @ 


Some Unusual Types of 


Heart Disease 


one—L.C.L., a 16-year- 
old colored male, was first seen November 21, 
1956, with the chief complaint of shortness of 
breath. He was said to have been in fair health 
until he began to lose weight about one year 


previously. In April 1956, he developed a 
cough and dyspnea. On initial examination he 
was acutely dyspneic and had rales in both 
lungs. The pulse was one-hundred and thirty, 
and the blood pressure 150/130. The heart 
was enlarged and its action rapid, but no mur- 
murs were heard. Following treatment by rapid 
digitalization, salt restriction, and mercurial 
diuretics, he improved remarkably. X-ray 
showed an enlarged heart, congestive changes 
in the lungs, and a nodular infiltration sugges- 
tive of miliary tuberculosis. The electrocardio- 
gram revealed a rate of one-hundred and 
twenty per minute with a wandering pace- 
maker, and changes suggesting right and left 
ventricular hypertrophy. Extensive laboratory 
studies which were done did not help in de- 
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termining the etiology of his illness. He was 
discharged and was told to continue therapy 
with digitalis. 

He did well for about five months, but in 
May 1957 he again presented to the emergency 
room with shortness of breath. He appeared to 
be a well-developed, thin, colored male in acute 
respiratory distress. His temperature was 98, 
his pulse 104, his respiration 28, and his blood 
pressure 100/84. On physical examination, 
slight lymphadenopathy of the cervical nodes 
was noted. There was a grade III blowing sys- 
tolic murmur at the apex. The intensity of the 
pulmonary second sound exceeded that of the 
aortic sound. The point of maximal impulse 
was in the sixth intercostal space at the anterior 
axillary line. A tender liver was palpable three 
fingerbreadths below the right costal margin. 


Dr. Walker is Director of Medical Education at the 
Mobile County Hospital. 
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Laboratory studies of interest included: BUN 
37, sedimentation rate 0, packed-cell volume 
47. X-ray film showed an enlarged heart and 
pulmonary vascular congestion. Scalene node 
biopsy showed whorled areas of fibrosis with 
occasional spherical areas of calcification. 
There were no epithelioid or giant cells. Elec- 
trocardiograms during his course showed 
changes suggesting acute myocardial infarction. 

The patient’s course was stormy and ACTH 
was begun empirically. On June 15, 1957 the 
patient developed purpura and was thought to 
have a septicemia. A blood culture was posi- 
tive for gram positive cocci. Antibiotic and 
supportive measures were ineffective and on 
June 18, 1957 the patient expired. 

At autopsy the heart weighed five hundred 
grams and was quite dilated. There was no 
evidence of rheumatic, coronary, or congenital 
heart disease. The lungs showed occasional 
fine (2 mm.) nodules in the parenchyma and 
crepitation was diminished. The liver appeared 
congested and had nutmeg changes. Enlarged 
lymph nodes were noted in many areas. Micro- 
scopic examination showed extensive deposits 
of amyloid in the heart, kidneys, and lymph 
nodes. There was no evidence of chronic sup- 
purative disease to suggest a cause for second- 
ary amyloidosis. The case was interpreted as 
one of primary amyloidosis. 


Case Two 

E. W., a 15-year-old Negro female, was well 
until she developed edema of the lower ex- 
tremities late in her first pregnancy. She de- 
livered uneventfully on March 6, 1958. The 
edema disappeared, and she was perfectly well 
until two weeks postpartum. She again became 
edematous and remained so despite a three day 
admission to another hospital. At admission 
to our hospital on July 4, the physical exami- 
her blood pressure 90/60. There was slight 
nation revealed an extremely ill, thin, debili- 
tated Negro female. Her pulse was 120 and 
venous distention in the neck. No rales were 
noted, but the breath sounds at the right base 
posteriorly were diminished. There was a tic- 
tac rhythm, but no murmurs were heard. A 
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tender liver was palpable three finger-breadths 
below the right costal margin. Mucous mem- 
branes were pale. 

X-ray film of the chest suggested left ven- 
tricular enlargement, but the lungs appeared 
clear. Laboratory studies: Hemoglobin 14.3 
grams, white cell count 14,150, normal differ- 
ential, urinalysis 2 plus albumin, blood urea 
nitrogen 42, and serum proteins 6.4 grams per 
100 ce. 

The patient was digitalized and given a mer- 
curial diuretic. Except for the production of 
blood tinged sputum, she appeared improved 
the following day. At 9:30 a.m. of the third 
day the patient suddenly developed dyspnea, 
restlessness, and circulatory collapse. Despite 
heroic efforts she expired. 

At autopsy the heart was enlarged, weighing 
four hundred and seventy-five grams, and ap- 
peared flabby. There were several pulmonary 
infarctions. Microscopic examination of the 
heart showed antemortem thrombotic material 
covering the endocardium. No bacterial col- 
onies were seen. Myocardial fibers showed hy- 
pertrophy and scattered necrotic areas. There 
was minimal reaction. Foci of fibrosis were 
scattered throughout the myocardium, and 
thrombi were noted in the small arterioles in 
the myocardial wall. The case was interpreted 
as post-partum myocardial disease. 


Case Three 


R. W., an eight-month-old Negro male in- 
fant, was first seen at 6:15 p.m. on, July 17, 
1958. At that time he had a temperature of 
103.8, rales in both lungs, and a heart rate of 
172. Respirations were 85 per minute, and the 
baby was cyanotic. He was thought to have 
congestive heart failure and was admitted to 
the hospital. Treatment was begun, but at 8:15 
p-m. he expired. Autopsy revealed sixty to 
seventy cubic centimeters of straw colored fluid 
in the peritoneal cavity, and five to ten cubic 
centermeters in the pericardial sac. The heart 
was grossly enlarged and weighed one hundred 
grams. The endocardium of the left ventricle 
and left atrium appeared thickened and opaque. 
Microscopic findings were consistent with those 
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described for endocardial fibroelastosis. The 
lungs were subcrepitant and congested. The 
case was interpreted as one of endocardial 
fibroelastosis. 

The group of diseases which are the subject 
of this paper do not readily lend themselves to 
simple classification, but for purposes of dis- 
cussion we will classify them into three groups: 
(1) myocarditis, (2) myocardosis, and (3) 
miscellaneous. Groups 1 and 2 are divided 
into two groups; namely primary (that is, im- 
plying unknown etiology) and secondary. The 
secondary group are those which are secondary 
to some recognized disease process. 


Myocarditis 

Myocarditis is an inflammation of the 
heart. It may be caused by many infectious 
agents,": * certain poisons," and various un- 
known or obscure factors. Regardless of the 
etiology, myocarditis is likely to present cer- 
tain common clinical features. While frequently 
myocarditis is asymptomatic, and the condition 
is discovered only at autopsy after the patient 
has died of some other disease, the myocarditis 


may be responsible for the present complaint 
of rapidly progressive congestive heart failure, 
dyspnea, weakness, and palpitation. Circula- 
tory collapse, gallop rhythm, and tic-tac rhythm 
are particularly common. There may be a va- 


riety of arrhythmias. Embolic phenomena 
arising from thrombi are frequently seen. The 
prognosis is quite variable and usually unpre- 
dictable. There may be rapid and complete 
recovery, sudden death, or a course progressing 
over days or weeks to the patient’s demise. 

The electrocardiogram is extremely variable 
and not very helpful. There may be a variety 
of arrhythmias, ST and T wave changes, and 
various types of intraventricular conduction 
disturbances. The tracings are at times easily 
confused with other pathological conditions 
such as myocardial infarction. 

An acute isolated myocarditis of unknown 
etiology has been termed Fiedler’s myocarditis. 
This is a primary myocarditis in the sense that 
there is no known etiology. It may occur in any 
age, and is somewhat more frequent in males. 
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Clinically, it presents the general pattern de- 
scribed above, with the exception that the 
course is unfavorable and usually cardiac fail- 
ure becomes progressively more severe, pro- 
ceeding to a fatal outcome in a period of some 
weeks or months. Pathologic examination re- 
veals a dilated, hypertrophied heart with a myo- 
cardium which appears pale and studded with 
yellowish or grayish irregular spots or streaks. 
Microscopically there is widespread infiltra- 
tion of cells in the interstitial tissues. The 
muscle fibers may disclose degenerative 
changes. 

This group of patients probably does not 
represent a homegenous entity, and the syn- 
drome is probably caused by several different 


Myocarditis of Specific Etiology 

The heart is affected in varying degrees by 
a large number of infectious diseases. In some 
of these such as, diphtheria,"' echinococcus in- 
fection,’*? and trypanosomiasis (Chagas dis- 
ease ),"* the cardiac symptoms may be the pre- 
senting complaint, or at least an important fea- 
ture of the illness. Diphtheritic myocarditis 
occurs in ten to twenty-five percent of the pa- 
tients having diphtheria, and in general is more 
common in severe forms of the disease. It is 
caused by the action of the exotoxin, not by 
the direct invasion of the Klebs-Loeffler bacil- 
lus. Clinically, the patient presents a picture 
of acute circulatory failure, tachycardia, and 
arrhythmias. Conduction disturbances indicate 
an ominous outcome. The changes are usually 
transient, and if the patient survives they are 
likely to disappear. In a few instances, how- 
ever, bundle branch block or complete heart 
block have apparently been permanent.'* Con- 
gestive heart failure in the usual sense of the 
word is not often seen. The prognosis is vari- 
able, but in general, mortality runs upward 
from twenty-five percent. It is worse in the 
younger age group. 

Echinococcus disease occasionally involves 
the myocardium and may impinge on one of 
the chambers of the heart. The patient may 
complain of palpitation, dyspnea, chest pain, 
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or arrhythmias. Peculiar murmurs or unusual 
cardiac shadows on x-ray may be present. 
Rupture of the cysts into the cardiac cavities 
may cause sudden death or anaphylactic 
shock.’ Obstruction of the valve orfices may 
produce various obstructive phenomena. Diag- 
nosis is of more than academic interest in that 
some of the cysts can be surgically removed. 

Chagas’ disease is a common South Ameri- 
can disease and is usually primarily a disease 
of the myocardium."* It may present as an 
acute myocarditis, usually in childhood, or it 
may be characterized by a chronic course in 
middle adult life. The clinical picture may 
simulate coronary artery disease, but a special 
characteristic is the frequency of all forms of 
arrhythmias and conduction disturbances. The 
disease is produced by the parasite, Trypano- 
soma cruzi. It is transmitted by a bedbug vec- 
tor, Panstrongylus magistus, often known as 
the Triatoma bug. 

Myocardial involvement may occur in many 
infections,’® including acute tonsillitis, naso- 
pharyngitis, pneumonia, influenza, typhoid 
fever, actinomycosis, brucellosis, tuberculosis, 
measles, infectious hepatitis, infectious mono- 
nucleosis, mumps, poliomyelitis, typhus, tsut- 
sugamushi, trichinosis, coccidioidomycosis, to- 
rulosis, and toxoplasmosis. In most of these 
diseases myocardial involvement is not clinic- 
ally apparent. 

In general, treatment of myocarditis is not 
satisfactory. Bed rest is usually suggested. 
Functional disturbances such as arrhythmias 
and congestive failure should be treated in the 
usual manner, but response may be disappoint- 
ing. Specific therapy, if available, should be di- 
rected at the primary disease. 

Myocardial lesions may be associated with 
patients having extensive burns,’* wasp stings, 
or reaction to tetanus antitoxin, penicillin, fever 
therapy, or sulfonamide administration. Phos- 
phorus poisoning may produce fatty degenera- 
tion of the heart, but usually the picture of 
acute hepatic necrosis overshadows the myo- 
cardial manifestations. Myocardial necrosis 
may follow poisoning with mercuric bichloride. 
Emetine produced a fairly characteristic clini- 
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cal myocarditis characterized by hypotension, 
tachycardia, and gallop rhythm. Myocardial 
damage produced by emetine may be fatal. 


Myocardosis 

Idiopathic hypertrophy of the heart in the 
adult is probably not a specific entity.‘*-*° It 
is characterized by enlargement of the heart 
without inflammatory reaction and without 
other specifically demonstrable cause. Mural 
thrombi are common. Some of the instances 
of this condition are thought to have been due 
to vitamin deficiency, but the evidence is not 
entirely convincing. The syndrome as it oc- 
curs in the United States presents many of the 
features common to cardiac disease found in 
Africa among natives who are on an inadequate 
diet. Clinically the usual presentation is an in- 
tractable congestive heart failure progressing 
rapidly or slowly to death, without too much 
benefit from digitalis or other measures. In 
a few cases there seems to have been a familial 
incidence. 

Endocardial fibroelastosis*’“** is a thickening 
of the endocardium found in several situations. 
It probably represents a nonspecific response 
to something in fetal life, perhaps hypoxia. It 
commonly occurs in premature infants, but 
may be found in somewhat older children. It 
is suggested by the development of congestive 
heart failure without evidence of the usual 
causes of heart disease in childhood. Occasion- 
ally it occurs in adults, but it is not entirely 
clear whether this is the same disease. A car- 
diac disease is found in East Africa which 
resembles endocardial fibroelastosis. Evidence 
suggests that this may be due to a nutritional 
factor, perhaps protein deficiency. 

There is a syndrome known as postpartum 
myocarditis or myocardosis.****° This is prob- 
ably not a true myocarditis because pathologic- 
ally the principal finding is a patchy necrosis 
with relatively little inflammatory reaction. As 
a rule, it is seen clinically as congestive failure 
in a young woman in the first few weeks or 
months after childbirth. The prognosis seems 
to be relatively good, as many patients appear 
to recover more or less completely. The case- 
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fatality rate is not known, but some of the pa- 
tients expire, as did Case Two. It seems to be 
more common in the Negro, and it has been 
suggested that it is a deficiency disease. 


Myocardial Disease Secondary to 
Systemic Disorders 

Progressive systemic sclerosis (scleroderma) 
is a generalized disease involving the skin and 
various visceral organs. Many patients with 
scleroderma develop congestive heart failure.” 
This is frequently intractable to the usual medi- 
cal measures. The extensive pulmonary in- 
volvement with scleroderma also places an ad- 
ditional strain on the heart and further aggra- 
vates any tendency toward congestive failure. 
In some instances the cardiac disease may 
dominate the clinical picture and there may 
be little evidence of the disease elsewhere. 
Pathologically the myocardial lesions are char- 
acterized by focal overgrowth of cellular vascu- 
lar connective tissue with secondary degenera- 
tion of normal myocardial structures in the 
regions involved. 

Primary amyloidosis is a pecular disease 
characterized by deposition of an abnormal 
substance in many organs. As in scleroderma, 
the cardiac symptoms may dominate the pic- 
ture.**-** Case One is not typical of those gen- 
erally described in the literature, in that the 
patient was younger, and his disease pursued a 
more acute course. It has been specifically noted 
that the electrocardiogram may resemble that 
of an old myocardial infarction, and in our 
patient the changes actually suggested an acute 
myocardial infarct. 

It is planned to make this the subject of a 
separate presentation. 

Sarcoidosis, in general, is a fairly benign dis- 
ease, but in rare patients there may be involve- 
ment of the myocardium with signs of cardiac 
insufficiency. Like scleroderma, sarcoid com- 
monly involves the lungs, and cor pulmonale 
may develop. 

Hemochromatosis is a disease characterized 
by extensive accumulation of iron with wide- 
spread scarring and fibrosis in various tissues. 
It may be either primary, as the result of ab- 


(VOL. 87, NO. 8) AUGUST 1959 


normality of iron absorption, or it may be sec- 
ondary as the result of extensive transfusions.** 
There has been some question as the whether 
transfusion hemosiderosis can become the same 
disease as the naturally occurring hemochro- 
matosis. It is not within the scope of this paper 
to settle this point but we would like to point 
out that congestive failure from myocardial in- 
volvement may occur in either variety. We 
have seen one patient with chronic hemolytic 
anemia who after many transfusions developed 
severe clinical changes compatible with hemo- 
chromatosis and congestive heart failure. At 
the time of autopsy there were extensive iron 
deposition and fibrosis in the myocardium. 

Acromegaly is a generalized disease pro- 
duced by excess formation of growth hormone. 
In addition to the skeletal overgrowth there is 
extensive splanchnomegaly, and this includes 
the myocardium.*® Apparently there is also an 
additional burden on the heart because of the 
generalized increase in tissues elsewhere. In 
any case, many of these patients develop con- 
gestive heart failure, and it appears to be a 
common mode of exitus. 

Friedreich’s ataxia is an hereditary neuro- 
logical disease which is characterized by ataxia, 
nygstagmus, hyporeflexia, and pes cavus. 

These patients usually have myocardial dis- 
ease, and death is frequently the result of heart 
failure.*’ 

Gargoylism is a systemic metabolic abnor- 
mality which affects the brain, the cranial 
bones, the skeleton, and internal organs.** Al- 
though there is extensive involvement else- 
where, the myocardial disease is the usual cause 
of death. 

Patients with muscular dystrophy usually 
have a defect of the myocardium which is simi- 
lar to the defect in peripheral muscle. These 
patients develop congestive failure, although the 
overt signs may be late in appearing. 


Miscellaneous 


Tumors of the heart may be metastatic or 
primary. Of particular importance are the 
myxomas, since some of these are surgically 
curable.**** 
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Myxomas of the left atrium may produce 
clinical signs resembling mitral stenosis, and 
there may be syncopal attacks when the tumor 
intermittently occludes the mitral valve. Myx- 
oma of the right atrium has been reported. The 
most characteristic point about these patients 
is the variability in symptoms with changes in 


position. 


Metastatic carcinoid tumors may produce a 
syndrome characterized by episodic flushing, 
blotchy red patches on the skin, and wheezing.*° 
These patients may develop murmurs and have 
been found to have organic changes in the tri- 
cuspid and pulmonary valves. These are pre- 
sumed to be caused by direct injury by the 
circulating serotonin. 


Summary 


Most patients with heart disease can be 
grouped into a relatively small number of well 
defined categories. These include congenital 


heart disease, coronary heart disease, rheumatic 
heart disease, hypertensive heart disease, thy- 
roid heart disease, and senile heart disease. 
Apart from these groups there are many other 
categories which are for the most part rare, 


yet occur commonly enough to receive clinical 
consideration. In general these can be classi- 
fied in myocarditis, myocardosis, and miscel- 
laneous. We have presented three case histories 
from our own experience to illustrate three of 
these groups. Some of the other types have 
been presented briefly and their principal clini- 
cal and pathological features outlined. 
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AN EXERCISE IN 
DIAGNOSIS: 


The Case Reports 


] n addition to our regular quota of original 
articles and departments, this issue, and every 
issue, contains selected Case Reports. You will 
find them on pages 1027-1034. We recommend 
these studies as interesting and stimulating. 
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Pi after the discovery of insulin 
by Banting and Best in 1921, a search began 
for substitutes which could be administered 
orally. Many such products proved totally in- 
effective in reducing the glycosuria and hyper- 
glycemia in diabetes. Others were effective, 
acting chiefly by damaging the ability of the 
liver to synthesize and release sugar into the 
blood. This was not a physiologic action. The 
appearance of Orinase®* as an oral drug for 
the control of diabetes was therefore viewed 
with reservations until substantial and reliable 
studies had been made. The literature on this 
subject has been thoroughly reviewed. It is the 
purpose of this paper to summarize the avail- 
able information about this oral anti-diabetic 
drug. 

In 1942, Janbon and co-workers at the 
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Infectious Disease Department of the Mont- 
pellier Medical School in France studied the 
therapeutic effect of the isopropylthiodiazole 
derivative of sulfanilamide in typhoid fever. 
They observed that some patients so treated 
showed hypoglycemia. Loubatiére interpreted 
these findings as indicating a hypoglycemic 
action similar to that of insulin, and added his 
own studies. Other investigators in Germany 
reviewed the work of Loubatiére and embarked 
upon further experimental projects which were 
first reported in October 1955. Since then the 
number of published reports on the subject has 
been overwhelming, particularly in Germany, 
France and the United States. 

Two types of sulfonamides have been 
studied, namely the thiodiazole derivative 
P-aminobenzolsulfanamide isopropylthiodiazole 
(IPTD or 2254RP) and the urea derivatives 
1-Butyl 3-Sulfanilurea (BZ55 or Carbutamide ) 
as well as 1-Butyl 3-P-tolylsulfonylurea (D860, 
tolbutamide or Orinase). The latter compound, 
tolbutamide, is widely used in diabetes 
therapy and will be the subject of the follow- 
ing review. 


* Trade Names of Tolbutamide: 

“Orinase” (Upjohn) in the United States and Canada. 
“Rastinon" (Farbwerke) and "“Artosin” (Boehringer) 
in Germany. 


“Dalipo!” (Somedia) in France. 


MEDICAL TIMES 


es = 
a 
~ 


THERAPY OF DIABETES 


Mechanism of Action 

The action of tolbutamide is still not com- 
pletely understood. The prevailing theories 
postulate one or several of these mechanisms: 
1. Stimulation of the beta-cells of the pancreas, 
2. Impairment of the hepatic glycogenolysis 
and the hepatic mechanism for the release and 
manufacture of sugar, 3. Enhancement of insu- 
lin action by inhibition of insulinase, 4. Insulin- 
like action, 5. Action by depression of the 
hypophysis-adrenal system, and 6. Inhibition of 
glucagon secretion and/or damage to the alpha- 
cells of the pancreas. 

Steigerwald’ concluded that the sulfanilureas 
stimulate the release of the endogenous insulin 
from the beta-cells and in addition exert an 
effect at another point, possibly the liver. 

The morphological physiological findings as 
reported by Creutzfeldt® tend to disprove the 
original assumption of damage to the alpha- 
cells or inhibition of glucagon production. 
Since, on the other hand, active beta-cells are 
necessary to insure full effectiveness of Orinase 
and since degranulation of these cells together 
with changes in structure and volume of islet 
tissue and elevation of the plasma insulin have 
been observed a directed stimulation of insulin 
excretion as a result of medication with Orinase 
has been postulated. 

To determine the function of the alpha and 
beta-cells as components of the Langerhans’ 
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islets, Pfeiffer and associates* have made inter- 
esting studies on calves which were sacrificed 
one and one-half, three, six and twenty-four 
hours respectively, after administration of 100 
mgms. of tolbutamide per kilo of body weight. 
The results are graphically listed and repro- 
duced in Table I. Degranulation with incipient 
nuclear enlargement of the beta-cells coincided 
with a striking loss of insulin and the lowest 
blood sugar values one and one-half hours after 
administration of tolbutamide. After three 
hours, additional degranulation and maximal 
increase in nuclear volume are observed while 
the insulin content of the pancreas has 
approached normal and blood sugar values 
have increased again. After twenty-four hours, 
granulation, nuclear size, and insulin content of 
the beta-cells have returned to their initial state. 
The blood sugar has remained at the same level 
after three and six hours, and after twenty-four 
hours is not above the starting value. The 
glucagon forming alpha-cell system shows very 
slight changes which fail to indicate any appre- 
ciable tolbutamide action. 

Creutzfeldt® studied the effects of insulin and 
tolbutamide on the glycogen content of the rat 
liver and diaphragm. Following the use of insu- 
lin, hypoglycemia, decrease of liver glycogen, 
and increase of glycogen in the skeletal muscle 
are observed. When tolbutamide is given, there 
occurs, in addition to hypoglycemia, an incre- 
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TABLE 
Normal | Hrs. after /00mg 0860 Body Weight 
100% 25-50% 25% 50% 70-90% 
Bera cel/s %o Granulation (approx.) 
Beta cells mean nucleus volumes 
123 10.2 
aa 2.9 
: Pancreas, msulin units/ gram pancveds. 
g0- 
ts: 
Bloodsugar % of the starting value 
200 = 16.2 
t2. 
150 - 
i004 97 89 
ua (Pancreas, Glucagon of the starting value 
15044 107 123 
100 Te) 103 
O | 
/ 
Alpha ce//s mean nucieus vo/umes 
Alpha cells granu/ation (approx) 
E Reproduced from Pfeiffer, E. F. et al. Deutsche 
Medizinische Wochenschrift. 
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ment of liver glycogen while the skeletal muscle 
glycogen remains unchanged. Hence, a modifi- 
cation of the glycogen metabolism in response 
to a simple stimulation of insulin secretion is 
not sufficient as an explanation for the mechan- 
ism of tolbutamide action. 

Houssay® studied the effect produced by 
extirpation of the pituitary, adrenal, and pan- 
creas on the action of sulfanilurea compounds 
in dogs, rats and toads. When the pituitary is 
resected there is a moderate hypersensitivity to 
these drugs as compared to normal animals. In 
adrenalectomized animals an extraordinary 
sensitivity to the hypoglycemic and toxic action 
of the sulfanyl compounds occurs. No signifi- 
cant fall in the blood sugar level was observed 
after insulin administration in pancreatecto- 
mized animals. 

Fajans and associates’ state that tolbutamide 
does not potentiate the activity of exogenous 
insulin in normal subjects or diabetic patients. 
They too conclude that a diminished function 
of the pituitary-adrenal system is not the mode 
of action of the antiglycemic drugs and base 
their opinion on the observation that no signifi- 
cant change in renal excretion of steroids could 
be demonstrated. Moreover, there was no rele- 
vant effect upon the balance of nitrogen, 
sodium, chloride, or potassium, and, finally, 
there was a reduction of the fasting blood sugar 
level after tolbutamide administration despite 
simultaneous treatment with hydrocortisone or 
prednisolone in patients with coexisting diabetes 
mellitus and Addison’s disease. Withdrawal of 
the steroids did not potentiate the hypoglycemic 
effect of the tolbutamide although severe 
adrenal insufficiency was seen to develop. The 
authors furthermore deny any blocking action 
of the drugs on the hyperglycemic effects of 
glucagon and adrenalin. Bergenstal and co- 
workers* demonstrated that tolbutamide does 
not modify the adrenocortical function, that the 
pituitary-adrenal system is not necessary for its 
effect, and that the drug does not potentiate in- 
sulin and is not an insulinase antagonist. Mir- 
sky® and others do believe that the action of 
insufinase can be inhibited by the sulfonylureas. 
This occurs in the livers of rats and chickens 
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one hour after oral administration of tolbuta- 
mide, at the beginning of the restitution phase 
of the hypoglycemic response. Under these 
conditions tolbutamide should also induce a 
reduction of insulin requirements in the com- 
pletely depancreatized dog and an increased 
hypoglycemic action of exogenous insulin as 
has been reported by Houssay and others but 
denied by Fritz and associates."° A similar 
enhancement of the hypoglycemic action of 
exogenous insulin can be demonstrated in the 
diabetics who fail to respond to the sulfany- 
lureas alone. Mirsky concludes that the initial 
hypoglycemic ‘response to tolbutamide is prob- 
ably due to stimulation of the beta-cells of the 
islets of Langerhans, while the prolongation 
of the hypoglycemia can be attributed, in part 
at least, to an inhibition of insulinase. This 
hypothesis does not preclude the possibility of 
additional mechanisms. 

Volk and co-workers'' investigated the effect 
of premedication with sulfa compounds on the 
hyperglycemic response to glucagon and found 
no diminution, no influence upon the hepatic 
glycogenolysis, and no alteration of the rate of 
metabolic degradation of 1131-labeled insulin 
or glucagon. After exhaustive histological ob- 
servation of the pancreas the authors conclude 
that the mode of action is the result of stimu- 
lation of the pancreatic beta-cells rather than 
inhibition of insulinase, or stimulation of glu- 
cagonase activity. 

Ricketts and associates’? made studies on 
depancreatized dogs maintained with sub- 
optimal doses of insulin and demonstrated that 
tolbutamide reduced fasting blood sugar levels 
without intervention of the pancreas. This is 
not necessarily incompatible with the experi- 
ments involving the presence of a functioning 
pancreas. Excepting hypoglycemia and glyco- 
gen storage, the known effects of insulin are not 
duplicated by tolbutamide. The lowering of the 
blood sugar may indeed be attributable to tissue 
effects, probably located in the liver, rather 
than the potentiation of injected insulin. Hence, 
the sulfanylureas reportedly do not raise blood 
lactate or pyruvate levels, neither do they alter 
blood sugar or phosphorus curves after glucose 
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loading, or decrease nitrogen excretion in the 
diabetic patient; they fail to accelerate the 
oxidation of Cl4-labeled glucose and to in- 
crease the glucose uptake by the rat diaphragm 
while all of these functions are readily accom- 
plished by insulin. 

Ashmore and co-workers'* observed that in 
dogs and rats with insulin induced hypogly- 
cemia, the hepatic glucose production was in- 
creased. This does not occur when tolbutamide 
is used. Since the glycogenolysis of insulin 
hypoglycemia is believed to be mediated by the 
adrenal medulla, tolbutamide may in some 
way prevent the normal hepatic response to 
epinephrine. This conclusion is further sup- 
ported by the observation that tolbutamide will 
reduce the rate of glycogenolysis in liver slices 
after stimulation by epinephrine. Dulin and 
Johnson"* observe that in fasting animals tolbu- 
tamide increases the liver glycogen but does 
not alter the muscle glycogen deposition while 
glucagon-free insulin increases muscle glycogen 
with no change in liver glycogen. This differ- 
ence is evidence that tolbutamide does not act 
by way of insulin secretion. The discrepancy, 
however, could be due to the administration of 
insulin by a single rapid injection while the 
effect of tolbutamide was prolonged and could 
have resulted in a steady release of small 
amounts of insulin. This hypothesis is supported 
by the observation that a slow intravenous in- 
fusion can reproduce the depression of the 
blood sugar without change in muscle glucogen. 
Weinhouse and Jacobs'® reported a simultane- 
ous suppression of the output of hepatic glucose 
and stimulation of its utilization in peripheral 
tissues. In contrast, tolbutamide, while produc- 
ing the former effect, does not appear to influ- 
ence the latter. They pointed out that insulin, 
if slowly released into the blood, behaves in 
much the same fashion so that tolbutamide may 
well act through the release of insulin. 

To reconcile these complex and seemingly 
contradictory studies, two postulates have been 
widely accepted, namely the stimulatory action 
of tolbutamide on the beta-cells of the pancreas 
and the interference of the drug with the hepatic 
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Side Effects and Toxicity 

Tolbutamide has shown no significant side 
effects or toxicity. 
Blood: Except for a few cases of leucopenia no 
significant changes of the hemogram have been 
observed. Plasma protein, total protein, A-G 
ratio, gamma globulin and the hemostatic 
factors are unimpaired.'* The bone marrow 
function remains normal. 
Alimentary System: Disturbances are mild and 
infrequent. Weinhouse and Jacobs'’ found 
some minor gastric upsets without diarrhea in 
six hundred and thirty patients treated over a 
period of two years. Mohnike,*’ in a series of 
one thousand patients, found ten with mild 
gastrointestinal systems, anorexia and constipa- 
tion occasionally accompanied by nausea. 
Marble and Camerini-Davalos'* mention only 
one instance of diarrhea among one hundred 
and ninety-five patients, and Beaser *' describes 
the exacerbation of a duodenal ulcer following 
the use of tolbutamide. 
Skin: Reactions, although seldom observed, 
still represent the most frequent side-effects of 
tolbutamide therapy. Seidler'® quotes two in- 
stances of mild urticaria among six hundred and 
thirty patients, Schoffling'’ reported twelve skin 
reactions in seven hundred and fifty-eight pa- 
tients; seven had urticaria, two dermatitis and 
three exanthema. Marble and Camerini- 
Davalos'* found two instances of skin rash 
among one hundred and ninety-five cases, and 
Sugar** reported eruptions and itching six times 
in one hundred and forty-three patients. 
Kidneys: No alteration of the renal function 
has been observed. 
Endocrines: According to Sugar**® a tendency 
to gain weight is observed in thirty percent of 
tolbutamide treated patients. There is no 
apparent effect upon the adrenal cortex. A 
slight depression of the thyroid function has 
been reported by Renold,** Brown ** and their 
associates, but many other investigators have 
failed to substantiate such action. 


Indications and Contraindications 


It is generally accepted that sulfanilureas 
are effective in a certain category of patients, 
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particularly the middle-aged and elderly with 
stable disease which requires no more than 20 
to 40 units of insulin per day. Those who need 
a larger amount, the juvenile and those with 
unstable diabetes, are usually not benefited. 
This is explained by the fact that at least a 
minimum function of the pancreas is necessary 
for the action of the drug. The majority of the 
patients who develop diabetes after the age of 
forty, the “maturity onset” type, have dimin- 
ished but still significant concentrations of 
extractable insulin in the pancreas.’ Even so, 
perhaps no more than fifty percent of all clinic- 
ally suitable candidates respond favorably. In 
the “Single Dose Response Test,” the blood 
sugar should drop over twenty percent if 3 gms. 
of Orinase is administered to the fasting patient 
who has been without insulin for twenty-four 
hours. Frequently, this result occurs before the 
maximum blood level of the drug is reached. 
After twenty-four hours the level usually de- 
clines to 5 mgms. percent or less but even after 
seventy-two hours measurable quantities can be 
detected.** In normal subjects, the blood sugar 
declines rapidly but rises again after about one 
hour although the level of Orinase in the blood 
is still at a maximum. In the diabetic, however, 
who is sensitive to Orinase the blood sugar 
decline is gradual and continues after four 
hours. Eighty percent of the Orinase is elimi- 
nated in the urine as the carboxy metabolite 
within forty-eight hours.” The Single Dose Re- 
sponse Test should only be used to indicate 
which patients, among those who meet the 
clinical criteria, will or will not respond to pro- 
longed Orinase therapy. A satisfactory response 
in a diabetic who does not meet the general 
criteria cannot be regarded as a valid test as 
has been seen in the instances of the juvenile 
diabetic. /t should be understood that Orinase 
should not be started until an attempt has been 
made to control the diabetes by diet alone. 
Hyperthyroidism, infectious diseases, preg- 
nancy, steroid therapy, and nephrosclerosis are 
considered as contraindications to the use of 
Orinase. In old and emaciated patients initial 
or continued treatment with insulin will bring 
about a more rapid increase of weight. In the 
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hypertensive, Orinase should not be started 
until the caloric intake has been reduced to a 
minimum. Patients with a history of acidosis 


are not suitable for the sulfanilureas. Cirrho- 
sis of the liver and jaundice should not neces- 
sarily be regarded as contraindications. Orinase 
is ineffectual in steroid diabetes, bronze dia- 
betes, and renal diabetes. In our experience*’ 
many tuberculous patients with moderately 
active disease can be successfully controlled by 
tolbutamide although those who, on a diet of 
under two thousand calories, would require 
more than 30 units of insulin daily were 
failures. 


Secondary Failure and 
Insulin-Resistant Diabetes 

Occasionally, a patient who has been well- 
controlled by Orinase may lose responsiveness 
to the drug. Between three and four percent of 
the cases represent a problem of “secondary 
failure” which usually occurs in the first six 
months of treatment and particularly among 
those who have previously received insulin 
therapy.*® Such failures are variously explained 
by tachyphylaxis, the presence of antibodies to 
the sulfonilureas, and permanent or reversible 
exhaustion of insulin production in the beta- 
cells. Both primary and secondary failures can 
be successfully returned to oral therapy after 
a brief period of insulin treatment to spare the 
islet tissue.*® Seidler'® reported twenty patients 
or 3.2 percent of secondary failure in six hun- 
dred and thirty patients and Pfeiffer** found 
fifty-four or 7.1 percent among seven hundred 
and fifty-eight patients who had been treated 
with Orinase for as long as two years. 

Patients with insulin-resistant diabetes who 
require extremely high doses of insulin can 
sometimes be benefited by tolbutamide. In such 
cases the presence of insulin-neutralizing fac- 
tors has been demonstrated. These factors have 
been proved to inhibit the hypoglycemic effect 
of exogenous insulin and have been variously 
described as insulin antibodies, inhibitors, or 
binding factors.** They are apparently asso- 
ciated with the gammaglobulin fraction of the 
blood. Miller and Craig,*’ as well as Kinsell and 
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others,*® reported cases with insulin require- 
ments of 2,000 units daily which were reduced 
to 500 units or less by a supplement of 2 gms. 
of tolbutamide. It would appear, therefore, that 
tolbutamide has a definite insulin-sparing effect 
in insulin-resistant patients. 


Dosage and Results 


It is an almost universal practice to begin 
the administration of Orinase with a daily dose 
of 3 gms. for three days followed by 2 gms. 
daily for the next three days. If a satisfactory 
response has been obtained, a further reduction 
to 1 gm. and occasionally .5 gm. should be 
attempted. One to 2 gms. of the drug should be 
regarded as the daily maintenance dose which 
is usually administered as a whole before break- 
fast, although others prefer to give it in two 
divided doses. Sherry" gives doses of 3 to 6 
gms. if necessary. Although an insulin treated 
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oral drug for the treatment of diabetes mellitus, 
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theories in regard to the action of the drug are 
conflicting and await further investigation. For 
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RESPONSE OF INFANTS TO A THIRD DOSE OF 
POLIOMYELITIS VACCINE GIVEN 10 TO 12 
MONTHS AFTER PRIMARY IMMUNIZATION 


“A study was made of the effect of a third dose of poliomyelitis 
vaccine in a group of 80 infants who at the time of primary im- 
munization were 10 weeks of age or less. The booster dose was 
given 10 to 12 months after primary immunization. 

In 17 infants a rise in antibody titre occurred between primary 
immunization and the booster dose, indicating intercurrent polio- 
myelitis infection. These infants were excluded in assessing the 
effect of the booster dose. 

Infants who showed an increase in antibody level after primary 
immunization also responded to the booster dose, but they all had 
low levels of maternally transmitted antibody. Those with high 
antibody levels at birth who gave no primary response did not 
react to the booster dose. A number with intermediate levels of 
maternal antibody who showed no apparent primary response re- 
acted to the booster dose; in these, primary immunization had evi- 
dently occurred, but the rise in titre was masked by the maternal 
antibody. 

In general, the infants who had started their primary immuniza- 
tion at 10 weeks of age responded better to the booster dose than 
those starting at 1 and 6 weeks old. 

This study confirms our original conclusion that immunization 
of infants against poliomyelitis in the first few weeks of life cannot 
be regarded as satisfactory, especially with regard to the response 
to type I virus. It is possible that the earliest age when satisfactory 
mass immunization may be achieved is when the infant is 6 to 9 
months old. This age group is at present being studied.” 


F. T. PERKINS, RISHA YETTS, WILFRID GAISFORD 
Brit. Med. J. (1959), 1:682 
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Early Diagnosis 


and Treatment 


- work on fat embolism 
has removed it from the limbo of long neglect. 
It has now been defined, its incidence estab- 
lished, and its mechanism reasonably well 
demonstrated. Means of confirming its diag- 
nosis are available and principles of treatment 
are emerging. 

Fat embolism may be expected in about one- 
half of all persons with moderate or severe 
bone injury. 

The research chemist is now able to diag- 
nose morbidity due to abnormal circulating 
fat within minutes after injury occurs. Clinicians 
have been waiting until patients died to estab- 
lish the diagnosis. Some of the results of fat 
embolism such as cardiac failure, pneumonia, 
cerebral apoplexy, suspected tetany, delirium 
tremens, convulsions, and death for which an 
adequate postmortem was not performed, have 
never been tagged to fat as the inciting villain. 

The phenomena of fat embolism may be 
broken down into: 

(1) Traumatic Lipemia 

(2) Shock (Mechanical) 

(3) Clinical Fat Embolism (Chemical) 

(4) Death or Recovery 

These phases represent a morbid process set 
up by injury, and the body’s attempt to restore 
equilibrium (Figure 1). 

Circulating fat globules normally measure 
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five to seven micra and pass readily through 
capillary beds. Injury gives fat access to venous 
circulation. An unknown factor from injury, 
or hydraulic pressure change, causes the fat 
to congeal into globules measuring ten to 
fifteen micra—potential troublemakers. 
These larger globules can be demonstrated 
by the research chemist within minutes after 
injury, and constitute what can be designated 
as (1) traumatic lipemia (Figure 1—No. 3). 
Eventually these large globules must try to 
pass through the capillary bed of the lungs, 
where the narrower limits measures only ten 
micra. Blockage results. The globules approach 
an intersection whose lumen is narrower than 
the globule. Given time, the globule will elon- 
gate so as to pass the saddle slowly. Circula- 
tion is temporarily slowed but not stopped. 
If traffic accelerates the next globule arrives 
before the first clears and mechanical obstruc- 
tion results. When the process is sudden anc 
widespread, occlusion of the terminal arterioles 
produces a state of (2) shock (mechanical). 
Such shock also potentiates further fat 
embolism. The pulmonary artery pressure in- 
creases. If the increased work demanded of 
the right side of the heart is not compensated 
for, right heart failure and death result. 
The shock due to fat embolism varies in 
severity with the magnitude of the mechanical 
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insult. The symptoms are chiefly cardio- 
respiratory, rapid thready pulse, hypotension, 
sludging of blood, sweating, apprehension, air 
hunger and cyanosis. The patient’s condition 
may stabilize or may progress to profound 
shock and death. 

When the process is less acute, or the state 
of shock has been successfully stabilized either 
spontaneously or by treatment, the morbid 
process may pass on to the chemical phase. 
The serum lipase value rises. There is hydroly- 
sis of the neutral fat into free fatty acids, which 
are seven times more toxic than neutral fat. 
Capillary leakage results in petechial hemor- 
rhages. In this phase hydrolysis produces stage 
3, clinical fat embolism (chemical) (Figure 1— 
No. 5). The mechanism is self perpetuating 
until death results or the body establishes lipase 
equilibrium again. 

As to clinical fat embolism (chemical), 
about twenty-five percent of severely injured 
patients show its symptoms on the second or 
third day after trauma. This syndrome may 
develop despite early negative chest and neuro- 
logical findings, and is characterized by marked 
cyclic abnormalities in vital signs, such as 
dyspnea, cyanosis and irregular respirations, 
symptoms of “wet lung” and “snow storm” on 
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chest plates, and finally severe neurological 
changes, particularly in the conscious state. 

The major diagnostic difficulty has been to 
differentiate between the mechanical and chem- 
ical phases and to determine whether cases are 
resolving spontaneously, or progressing into 
critical condition, and to do this promptly 
enough to save the life of the patient. 

How can this be done? A research chemist 
to measure the size of fat droplets is not prac- 
tical. Proper urine analysis for fat is only fifty 
percent positive, and a negative test is without 
value. An elevated serum lipase value two to 
six hours after injury carries a serious prog- 
nosis; but unfortunately the minimum time 
lapse for such a determination is twenty-four 
hours. The morbid process cycles too swiftly to 
afford a day in diagnosis. Petechiae are apt to 
be ante mortem when the patient is beyond 
hope of treatment. 

The diagnostic importance of a rapid fall in 
hemoglobin value, as pointed out in 1936 by 
Koritschorner and Sophian in the Journal of 
the Missouri State Medical Association, has 
only now reached the general literature. 

This fall occurs early in the syndrome, prior 
to or concurrent with the initial temperature 
spike and thirty-six to fifty-eight hours before 


A concept of fat embolism. |. Normal alimentary fat circulating in 
blood stream. 2. Enlarged fat globule from fracture site in circulation. 3. En- 
larged fat globule elongates to pass saddle of capillary bed first. 4. Several en- 
larged globules result in road block (mechanical fat embolism). 5. Vessel perme- 
ability destroyed, capillary leakage results in petechial hemorrhage (chemical 
fat embclism). (Courtesy of Southwestern Medicine, Apr. 1958, p. 208.) 
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chest plates are of value (Figure 2). It has been 
called, variously, “bone shock” or “anemia of 
trauma.” The “anemia” is lung sludge. 

This fall in hemoglobin value is so much 
more reliable as a diagnostic measure than are 
tests for urinary fat, that we have stopped using 
the latter. A hemoglobin determination has 
advantages for no special measures are required 
for collection of the sample, human error is 
less, and the time element is a matter of 
minutes. 

Most important, a hemoglobin determina- 
tion gives positive information regarding status 
of the patient, whereas a negative urinary fat 
test is without value. 

Both shock and clinical fat embolism can 
usually be differentiated by following the 
patient’s blood pressure and hemoglobin value. 
Shock, by definition, is loss of vessel permea- 
bility resulting in hemo-concentration. The 
pressure falls, the hemoglobin value tends to 
become elevated, and the red cell volume as 
determined by the hematocrit, rises. “Clinical 
fat embolism” is a hemodilution with increased 
intravascular space. Blood pressure rises; hemo- 
globin, erythrocyte, and red cell volume values 
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drop. The fall in hemoglobin value also fre- 
quently enables one to distinguish between 
postoperative fat embolism and sepsis (Figure 
3). 


Treatment 


In most cases nature provides a margin of 
safety of forty-eight to seventy-two hours from 
time of injury until critical symptoms begin. It 
is in this period that much can be done. The 
only safe course for a clinician is to assume that 
some phase of this morbid process will occur 
after all moderate and severe injuries and bone 
operations, and act accordingly. 

The first preventive measure is to minimize 
entrance of fat into the blood stream. Careful 
and minimal handling of the victim at the 
scene of injury, and a splint to support a frac- 
ture before transport to a hospital or doctor’s 
office, are indicated. For several days following 
trauma, it is hazardous to transport the patient 
from one hospital to another, or even from a 
fracture ward to the x-ray room. Tourniquets 
should be used during operative procedures 
whenever possible. Elevation of the injured 
limbs has practical value, as fat tends to float to 
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FIGURE 2. Hemoglobin values in relation to temperature variations 


in a clinical case of fat embolism with spontaneous recovery. 
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FIGURE 3 
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Contrasted temperature charts from a surgical case of fat embolism and from one of 


surgical sepsis. Hemoglobin values indicated morbid trend 24 hours before cultures did and aided 
surgeon in determining proper course of treatment (Courtesy Clinical Orthopaedics, Vol. 12, p. 176). 


the top of the shaft and intravasation becomes 
less likely. 

Second, although many solvents have been 
advocated, only alcohol has been shown to have 
practical clinical value against fat embolism. In 
1933, Hermann demonstrated the protective 
effects of an alcohol-dextrose solution admin- 
istered intravenously. Maximum protection was 
afforded by three injections twelve hours apart, 
the first being started as soon after the chemical 
insult as possible. In view of the now well- 
established high incidence of fat embolism, 
alcohol should be administered after all moder- 
ate and severe injuries. It certainly should be 
given during all nailing operations, and is of 
benefit even as late as the fourth or fifth day 
when a chest plate shows an established “snow 
storm.” The alcohol-dextrose solution is now 
supplied in bottles containing 1,000 cc. of 5 
percent alcohol in 5 percent glucose. 

The dosage of alcohol, equivalent to three 
ounces of ninety proof whisky, is recommended 
for a two hundred pound man. A one hundred 
pound female is given 500 cc. One bottle is 
given daily as long as the temperature is spiking 
(Figure 4). 

Our experience with alcohol indicates that it 
serves a four-fold purpose: 

a. It is a solvent mobilizing fat for excre- 
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tion via kidney, lungs, or sputum. 

. Combined with dextrose, alcohol poten- 
tiates fat for metabolism. 

. We have meagre evidence that alcohol 
suppresses lipase activity—hence it may 
limit the toxic chemical phase of the 
cycle. 

. Alcohol is an excellent sedative, con- 
trolling restless patients better than 
narcotics, barbiturates and tranquilizers. 

Third, oxygen therapy has a sound experi- 
mental and chemical basis in fat embolism. One 
school of physiology believes the endothelial 
lining of capillaries continues inviolate as long 
as it is adequately supplied by oxygen. Only 
when it is deprived of the protective “grease 
coat” of oxygen does the vessel become vulner- 
able and the fat globules adhere. Since fat 
embolism is ameboid in the earlier phases, the 
oxygen surface tension of the capillary bed, by 
keeping the vessels slick, may determine the 
outcome in any given case. 

Once the chemical syndrome is established, 
the surgeon is faced with a race against time, 
since the condition is usually fatal or else 
reverses itself spontaneously about the sixth 
day. Each petechial hemorrhage is the focal 
point of an anemic infarct, the extent of which 
may well be limited by an adequate supply of 
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FIGURE 4 Established case of fat embolism, showing fall in hemoglobin values and response to 
treatment with oxygen, intravenous alcohol-dextrose solution and transfusions (Case 5). Nailing 
postponed until 14th day post trauma. (Courtesy Clinical Orthopaedics, Vol. 12, p. 177) 
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FIGURE 5 Fatal outcome in case of closed fracture nailed 3!/ hours after injury. 
Low hemoglobin on admission was disregarded since patient otherwise appeared 
in excellent condition (Case 4). (Courtesy Clinical Orthopaedics, Vol. 12, p. 176.) 
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oxygen to che cross circulation. In fact, it has 
been reported that the neurological symptoms 
of injured patients could be eliminated or 
renewed by alternately supplying and with- 
drawing oxygen. 

Fourth, the use of blood transfusions in the 
stage of shock (mechanical phase) is too well 
established to require comment. After moderate 
and severe injuries about twenty-five percent of 
the circulating hemoglobin sludges, mostly in 
the lungs. This brings up the possibility of 
“over-transfusing,” that is, assuming that the 
patient's condition stabilizes, of ending up with 
a higher hemoglobin value than prior to injury. 

Our clinical experience favors giving trans- 
fusions as the need is indicated by hemoglobin 
determinations. 

Fifth, recent work has again revived the 
“clearing factor” of heparin not only in coro- 
nary thrombosis but also in fat embolism. It 
has been our custom to give our cases fifty 
units of depo-heparin intramuscularly, twice a 
day, since 1940 on an empirical basis. Our im- 
pression was that it was beneficial and in this 
amount did not interfere with any necessary 
surgery. 

Interested readers are advised to follow the 
isotope studies being published on this phase 
of treatment. 

Sixth, digitalis is an excellent tool when 
properly timed. The rationale of its use lies in 
the fact that the heart is frequently involved 
with petechial hemorrhages. In fact, two ob- 


servers have listed it first in frequency among 
all organs to be involved. As in the brain each 
petechial hemorrhage is the spearhead of a 
trailing anemic infarct. Electrocardiographic 
changes vary from simple tachycardia, to weak 
potential, to inversion of “T” waves. Our 
cardiologists have felt digitalis preparations 
were indicated on a basis of general myocardial 
ischemia. As a rule of the thumb, they have 
generally digitalized rapidly for pulse rates over 
one hundred and twenty per minute and have 
continued maintenance doses until the pulse fell 
below one hundred. In a severe instance of fat 
embolism, this is usually a matter of seven to 
ten days. 

Seventh, as to selection of fracture cases for 
operative procedures, and at what time, it is 
obvious that temperature, pulse, and blood 
pressure determinations do not adequately 
determine an injured patient's status. Ideally, 
medullary nailing should be postponed until the 
serum lipase value approximates normal. Where 
these tests are not available, a practical solution 
is obtained by following the hemoglobin values. 

THe Morac: Do not operate on a patient 
when the hemoglobin is falling, and the deter- 
mination should be made the morning of the 
intended operation, not twelve hours previously 
(Figure 5). 

Whether early medullary nailing can be 
safely performed on patients with closed frac- 
tures, under an “umbrella” of alcohol and 
oxygen, remains to be established. 


Summary 


Fat embolism is a morbid process, some phases 
of which should be assumed to be present after 
all moderate and severe injuries, and after bone 
operations. In most cases nature provides a 
margin of safety of forty-eight to seventy-eight 
hours until critical symptoms develop. It is in 
this period that much can be done. An otherwise 
unexplained rapid fall in hemoglobin value 
should be assumed to be due to fat embolism. 
The physician then is faced with a treatment 
race against time, since the condition is usually 
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fatal before the sixth day or else reverses itself. 
In reporting the results of any method of 
treatment of fat embolism the probability of 
spontaneous recovery arises in any single case. 
All that one can say is that some of our cases 
which should have died survived. Since insti- 
tuting the diagnostic and therapeutic methods 
presented in this paper in 1954, no case of fat 
embolism has been posted on our service. 
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hn most important phase of 
the handling of any chronic headache problem 
is the establishment of a correct diagnosis. 
This in my opinion, is obviously true in the 
handling of any medical problem, because 
without the diagnosis, the proper type of treat- 
ment cannot be given to the patient. There- 
fore, each headache problem must be classi- 
fied. In classifying such a headache there are 
many factors which have to be established and 
known by the physician. 

Perhaps the most important factor in en- 
abling a physician to establish a correct diag- 
nosis of any headache problem is the taking 
of a thorough case history. This is especially 
true when one is dealing with a vascular head- 
ache problem because there are no definite 
signs found in the physical examination. This 
means that in order to obtain a complete 
history the physician has to help the patient. 

In obtaining the history, the physician should 
be very careful to observe the patient’s general 
behavior and expressions. The behavior is 
important because if the patient is complain- 
ing of having head pain, does he act as though 
he has an organic lesion, or does he act as 
though it might be something which is actually 
psychogenic? The patient’s behavior will often 
help the physician to determine this point. 

The patient’s expressions are equally as im- 
portant as his behavior. A lot can be learned 
by observing the patient’s expressions when 
he describes his symptoms, or while he claims 
to be actually having a headache attack. If 
the patient actually has an organic headache 
problem, when he speaks of it, it will bring 
to his mind the actual type and severity of 
head pain which he experiences, and this will 
cause an expression of pain to appear upon 
the patient’s face. If the physician is dealing 
with a psychogenic headache problem, this type 
of expression will never be observed, and per- 
haps the patient may actually have somewhat 
of a smile upon his face when he describes his 
headache attack. Thus the observation of the 
patient’s expression when he describes his head- 
aches and gives his case history can be very 
helpful in aiding in establishing a diagnosis. 
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The physician must also be able to deter- 
mine whether there is any nervous tension 
present in the patient’s makeup. If tension is 
present, it has to be treated along with the 
problem of headache for if both are not at- 
tacked at the same time, the desired results 
will not be obtained. 

Another important factor in establishing the 
diagnosis in a problem of headache is to allow 
the patient to put his story into his own words, 
not into the words of the physician. The physi- 
cian should word his questions in such a way 
that the patient will answer without being 
swayed or persuaded. 

Taking a case history from patients having 
chronic headache may often be a long, rather 
involved process, and may often require more 
than one interview. The use of leading ques- 
tions simplifies this task and ensures a correct 
diagnosis. However, it must be stated that the 
patient himself has a responsibility to answer 
all of the questions of the physician truth- 
fully. This can often be a factor in the mis- 
diagnosis of a headache problem when the 
patient fails to tell his story accurately. 

Frequently the physician will encounter a 
patient who will be so vague in describing his 
attacks of headache that the physician cannot 
possibly make a diagnosis unless “lady luck” 
is on his side. 
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One of the first questions which the physician 
should ask the patient is, “exactly what do 
you mean by the word headache?” This is 
important because there are some patients who 
complain of “headache,” and when they de- 
scribe what they mean by that term, they show 
that they actually do not mean “headache” at 


all. Headache and dizziness are, in fact, the 
two most misused words by patients, which I 
encounter. 

The description by the patient of his attacks 
of headache should start with his initial attack 
and the story should proceed with the events 
in proper sequence up to the last attack. Nat- 
urally if the problem of headache is long stand- 
ing, it may require a little time and effort on 
both the part of the physician and of the 
patient to solve it. 

The time of onset of the headaches should 
be identified. This may be of value in aiding 
in the classification of certain forms of head- 
ache such as histaminic cephalalgia or tension 
headache. The family history should be ex- 
plored as there are some types of headache, 
such as migraine which often have a familial 
background. 

The intensity of the headache attacks should 
be investigated. Is it a severe type of head 
pain, or merely a mild pain which may be 
annoying but endured by the patient? Certain 
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ITS DIFFERENTIAL DIAGNOSIS AND TREATMENT 


forms of headache are much more severe than 
others. 

The frequency of the headache attacks 
should be established by questioning the pa- 
tient. Do they occur daily, weekly, bi-weekly, 
etc.? Various forms of headache can be par- 
tially classified by asking about the frequency 
of attacks. The duration of the attacks should 
be described in the history. Is it of short dura- 
tion, merely a few minutes or an hour, or does 
the attack continue for several days, weeks, or 
longer? Is the pain constant or intermittant 
once it begins? What is the character of the 
pain; is it a severe, boring type of pain; is it 
throbbing, or is it a dull type of aching pain? 
These questions will also aid the physician 
in establishing the diagnosis of the type of 
headache. 

The location of the headache should be 
established early in the history given by the 
patient. Also it should be determined whether 
the pain is bilateral or unilateral. Certain forms 
of headache are always found in certain areas 
of the head, which may aid in the proper clas- 
sification of the headache. 

The mode of onset and of termination of 
an attack of headache is another important 
factor which should be described by the patient. 
Is it sudden, gradual, or slow in onset? The 
cause of the onset of the attacks, if there be 
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one, should be identified by the patient. Is 
there anything which the patient associates 
with bringing on the attacks, or which 
might make the attacks more severe once they 
have started, which may be referred to other 
manifestations? Various forms of headache 
are often brought on by certain factors. Mi- 
graine is often associated with the menstrual 
period; myalgia with a sudden temperature 
change; and sinusitis with a purulent nasal 
discharge and acute upper respiratory infec- 
tions. 

Is the pain stationary or does it migrate 
from one area to the other? Histaminic ceph- 
alalgia is stationary but a myalgia will migrate. 
This question, when answered, will be of value 
to the physician when he obtains the history 
of the patient’s headache. Tenderness is a 
factor which the physician should inquire into. 
Some forms of headache caused by sinusitis, 
fibrositis or myalgia of the head are associated 
with tenderness. However, some severe forms 
of headache such as migraine and jistaminic 
cephalalgia are in no way described as being 
tender. 

Certain areas or systems of the body should 
be looked into also. The physician should in- 
quire as to whether there are any occular, nasal, 
or gastrointestional symptoms which may be 
associated with the headache attacks. Are they 
associated with the onset of the attack; are 
they prodromal, or do they come on in the 
terminal stages of the headache attack? 

Nasal symptoms which should be inquired 
into are such things as nasal obstruction, nasal 
discharge, sneezing, and post-nasal discharge. 
Is the nasal or the post-nasal discharge watery 
or purulent; is it unilateral or is it bilateral? 
Is the obstruction unilateral or is it bilateral? 
These questions may be of great value to the 
physician in gaining the correct solution to 
the patient’s headache problem. 

The occular symptoms which should be in- 
vestigated are lacrimation, scotomata, con- 
junctivitis, photophobia, or visual disturbances. 
Some problems of headache may be associated 
with reading or viewing television, if so, a re- 
fractive error should be suspected. This can 
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easily be corrected by the use of proper ienses. 
Certain forms of headache have ophthalmolo- 
gical symptoms associated with them, whereas 
others definitely do not. Thus, this is another 
factor which aids in properly classifying the 
headache problem presented to the physician. 

Gastrointestinal symptoms which may be 
connected with certain forms of headache are 
nausea and vomiting. It is extremely rare, 
for example, to find a true case of migraine 
which does not have nausea as a part of the 
symptomatology, and many of these patients 
also experience vomiting with their attacks. 
A cardinal rule for a diagnosis of migraine is 
for the patient to answer in the affirmative 
when asked if they have a “sick headache.” 
I do not believe that I have ever seen a true 
case of migraine in which the patient did not 
say that he had a sick headache. 

The average patient having headaches will 
tell the physician, without any difficulty, about 
the symptoms of his attacks which are severe 
and most prominent. However, the factors 
which are less pronounced and less bothersome 
will often have to be brought into the picture 
by the questions of the physician and this 
will often require time, patience and cunning 
on the part of the physician. If the physician 
encounters an extremely difficult problem of 
headache, it may be necessary to keep the 
patient under constant observation while cer- 
tain diagnostic tests are being performed. The 
headache patient must be observed thoroughly 
and completely in order to establish the proper 
diagnosis. The patient may often tell when 
presenting his case history that he actually has 
more than one form of headache. This .. 
called a “mixed-type” of headache. If sucn 
be the case, both or all forms of headaches 
should be treated independently and simultane- 
ously. 

Headache is unquestionably one of the most 
common complaints encountered in the prac- 
tice of medicine. However, the physician often 
fails to suspect what actually is the cause of 
the headache attacks. As a result of this, the 
correct diagnosis is not made. This may be 
due to the patient's inability to tell his story 
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properly. However, it may also be due to 
the lack of interest on the part of the physician. 
This is demonstrated by the physician's failure 
to obtain a careful and complete case history 
from the patient. 

The physician must remember that many 
problems of chronic headache may occur inde- 
pendently of the existence of any specific dis- 
ease, while others may occur as a constant 
symptom of a particular disease. The problem 
of differential diagnosis of a headache problem 
can definitely be a complicated one. 

The importance of good history taking in 
establishing the correct diagnosis of a typical 
headache problem has been discussed. The 
other phase of the problem which is of impor- 
tance before the proper treatment can be insti- 
tuted is the examination of the patient com- 
plaining of headache. We cannot expect to 
institute the final stage of the headache prob- 
lem, which is the formation of a treatment 
program until we have established a correct 
diagnosis. This diagnosis cannot be established 
unless we have taken a thorough history of 
the case and also conducted a good examina- 
tion of the patient. 

There are various examinations which may 
be required in different types of headache 
problems. An attempt will be made to mention 
the most common types of examination we 
may be required to conduct. Naturally, after 
a thorough history has been taken the physi- 
cian has something to guide him and he may 
have a definite idea of what might be the 
correct diagnosis. If he has, he will auto- 
matically conduct certain examinations before 
he will others. 

In many patients a complete ear, nose, and 
throat examination may be required. This is 
especially true if any question of sinusitis exists. 
At times, a radiological examination may be 
required to aid in the establishment of a diag- 
nosis of sinusitis. The nasal septum should be 
observed for the possibility of any septal de- 
flection which might be causing pressure in 
the nasal passages which might produce the 
sensation of head pain. A deflection of the 
septum might also cause blocking of one of 
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the natural ostia of the nasal sinuses. This 
will thus interfere with drainage of the sinus. 

Examination of the nasopharynx may also 
be helpful, as the presence of tumors in this 
area can easily produce pressure pain. 

Certain pathological conditions of the ear 
may aiso be associated with head pain and 
therefore if the pain described is in this area, 
the ears should be thoroughly examined. 
Usually the pain associated with suppurative 
otitis media is in the nature of a pressure type 
of pain. Certain diseases of the ear may also 
have intracranial complications which can be 
of a very serious nature. So the ear examina- 
tion may often prove to be very helpful. 

There are other conditions which might 
cause pain which is experienced in the region 
of the ear. For example, carcinoma of the 
larynx has been found to cause pain to be 
referred to the ear region in some cases. So 
a simple mirror examination of the laryngeal 
area may also be of importance in the exami- 
nation phase of the head pain problem of the 
patient. 

Certain types of headache cannot be diag- 
nosed without an ophthalmologic examination. 
For example, if the headache is due to a re- 
fractive error, this can only be determined by 
refraction. Some headaches may be produced 
by such abnormalities as astigmatism, presby- 
opia, myopia, or hyperopia. 

At times a general physical examination is 
of value if the headache is due to some con- 
dition such as hypertension. Routine labora- 
tory tests may often offer the needed help if 
the headache is due to such conditions as 
leukemia, anemia, polycythemia or anoxemia. 

Radiological examinations will be required 
and will be quite beneficial if the head pain 
is based on such pathological processes as 
arthritis, “cervical disc,” or a skull fracture. 
In any post-traumatic headache, a complete 
x-ray examination of the skull should be done. 

The simple taking of the blood pressure of 
the patient may reveal the source of the head- 
ache as hypertension for it can produce a head- 
ache of a certain type. 

Certain forms of gynecological disturbances 
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can produce headache; these will naturally re- 
quire a gynecological examination. The history 
of the patient will lead the physician down the 
right pathway to a correct diagnosis in these 
instances. 

Some headaches require a _ neurological 
check. Observation of the patient’s gait is often 
beneficial as is the patient’s coordination. The 
reflexes should be checked, both the deep and 
the superficial. The Babinski toe sign, the 
Oppenheim toe maneuver, the Chadwick, 
Schaffer and Rossolimo signs, and the Romberg 
test should all be observed. Tonic neck re- 
flexes should also be tested. The general con- 
dition of the patient’s muscular system should 
be observed. Certain special examinations of 
the cranial nerves may be required. The most 
important of these sensory examinations is the 
examination of the optic nerve. The fundus 
and visual fields may be very helpful in the 
diagnosis when certain forms of headache are 
present. 

In some instances an examination of the 
spinal fluid will be required. The pressure and 
a gross and microscopic examination of the 
spinal fluid should be done on these patients. 

These are some of the more frequently en- 
countered types of examination which may be 
required. Of course, various other rare types 
of headache may require some other types of 
examination, but we cannot include all of the 
rarities in a short paper of this type. 

The field of headache therapy has had its 
sufficient share of investigative research during 
the past score of years. This is especially true 
when the field of vascular headache is con- 
sidered. Various preparations which have the 
ergot derivatives as their basis have proven to 
be of considerable benefit when dealing with the 
symptomatic phase of headache treatment. 

It must be remembered by both the physician 
and the patient that there is no short cut when 
they deal with the treatment of a chronic head- 
ache. The patient should also remember that 
most of the preparations which are on the 
open drug market are usually utterly useless 
if they are used without the advice of a com- 
petent physician. 


Probably the most important factor for the 
physician to remember when dealing with the 
treatment of any headache is that his program 
should be two-fold. By that I mean that the 
objective should be to give both symptomatic 
treatment, and prophylactic treatment to the 
patient. 

The symptomatic form of treatment should 
be directed towards alleviating the pain of the 
headache attack. The symptomatic form of 
treatment should also be directed towards pre- 
venting any subsequent headache attack from 
forming. 

Unless both phases of headache therapy are 
given to the patient, he will not get the results 
which he is seeking. The average patient hav- 
ing a headache has tried various preparations 
which are advertised to be a “cure-all” for all 
forms of headache before he consults the phy- 
sician for advice. 

The objectives of all headache therapy should 
include the alteration of the pain mechanism 
which is taking place. This may require phar- 
maceutical therapy, psychotherapy, or in some 
cases surgical therapy may be required. The 
proper approach cannot be instituted until the 
proper diagnosis has been established. 

The psychologic reaction which is taking 
place, and is causing the patient’s headache 
attacks is stimulated by something. It is this 
stimulus which the physician has to find. Once 
he finds this, he must explain it to the patient 
and advise him how he may avoid it. If this 
stimulus cannot be avoided completely by the 
patient, he must be shown by the physician how 
he may adjust himself so as to minimize its 
effects. This may be done in some cases by 
merely enabling the patient to obtain a better 
understanding of his own abilities and his own 
limitations. 

When dealing with the symptomatic form 
of chronic headache problems there is a “car- 
dinal rule” which should be employed by all 
physicians. By this statement I mean that the 
patient who has a chronic headache should 
never be given a habit forming drug. If these 
patients are given this type of medication, there 
soon will be a greater problem on hand than 
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the mere headache problem. On the whole, a 
headache problem is usually easier to solve 
than is a problem of drug addiction. 

In treating a headache symptomatically, the 
pain should be dulled or aborted by the use of 
some forms of medication or therapy. The 
type of medication or therapy which is used 
depends entirely upon the type of headache 
which the patient has. 

Too often these patients are merely given 
an analgesic type of preparation. It should be 
pointed out that this type of drug has decided 
limitations. Because of this the average head- 
ache patient will require something much more 
efficient. 

Certain forms of vascular headache respond 
symptomatically when drugs are used which 
cause vasoconstriction or vasodilatation. 

Too frequently, proper treatment is not given 
to the patient because there is a certain lack of 
interest in his headache problem on the part 
of the physician. Let us look at a typical 
example of what I mean. The patient comes 
to the physician with a headache problem for 
which he seeks relief. Perhaps this physician 
has or has had an extremely heavy schedule 
that day and he either does not have the time, 
or is too tired to take the time to take a com- 
plete history and examination of the patient. 
He therefore brushes the patient and problem 
aside by prescribing some form of analgesic 
and instructs the patient to return at a later 
date. The patient takes the analgesic prepara- 
tion and does not obtain the results which he 
desires. Then, as he was instructed to do, the 
patient returns to the physicians office for fur- 
ther advice. This time the physician may 
merely add some preparation such as codeine 
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to the already prescribed analgesic and further 
instructs the patient to again return at a still 
later date. The addition of the codeine to the 
analgesic also fails to give the patient the de- 
sired results and he is once again faced with 
disappointment and despair. So he once again 
goes to the physician's office, but in the average 
case, this patient will go to a different physi- 
cian because he soon realizes that the initial 
man has not helped him. So from this little 
example we try to point out that the physician 
has to show interest in his patient’s problem 
and he has to take the time to solve it or he 
may loose the confidence of the patient. 

It should be pointed out that if the physician 
can give a headache patient the relief which 
he desires from his headache attack and can 
further give him something which will prevent 
a subsequent attack from taking place, this 
patient will be extremely grateful. Since head- 
ache is one of the most common complaints 
which we are confronted with in the medical 
profession, these grateful patients will know 
many other people who are afflicted with sim- 
ilar headache problems and he will tell these 
people where they can obtain relief. In other 
words these patients can be a walking adver- 
tisement for the physician if he only will be 
sensible enough to take enough time to take 
a good case history and do a thorough exam- 
ination of this type of patient. 

It is true that the physician should remember 
to take “essence of time and tincture of pa- 
tience” with all of these patients. If he does, 
both he and the patient will obtain a satisfac- 
tory result. 


3720 Washington 


‘ 
‘ 
> 
1007 


Sinusitis and Eye Disease 


1, is quite obvious from a review 
of the literature that the diagnosis and treat- 
ment of sinusitis has never been on a secure 
basis. The term sinusitis has been used con- 
fusingly in referring to the inflammations of 
the mucosa of the paranasal sinuses of all types, 
manner and degree. It is well known that the 
acute and subacute phases of sinus inflamma- 
tion are either self-limiting or can be controlled 
by proper intranasal and systemic medication. 
Even the early chronic instances of this disease 
will often respond to relatively simple office 
procedures. The problem lies in the long stand- 
ing type of disease, where fibrous adhesions and 
invasion by the infection of the underlying 
structures cause glandular degeneration or hy- 
perplasia with cysts, abscess formation in vari- 
ous stages, chronic periostitis, and finally os- 
teitis. All this progressing very gradually and 
usually with minimal objective or subjective 
manifestations. Chronic sinusitis is the result 
of one or more attacks of acute sinusitis. The 
problem of diagnosis of the chronic form is 
made difficult by the fact that the acute epi- 
sode or episodes may have taken place so long 
ago or were of such trivial nature as to have 
passed unnoticed. The symptomatology and 
nasal signs may be absent or minimal especially 
with the more distant sinus foci. However, 
nasal obstruction, the presence of purulent se- 
cretion and a cyanotic appearance of the nasal 
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mucous membrane of any degree are indicative 
of underlying sinus infection. The x-rays in 
chronic sinusitis may not be conclusive. Vari- 
ation in the thickness of the cortex of the an- 
terior wall of the frontal sinus often obscures 
evidence of inflammatory change, and because 
of its location, visualization of the sphenoid is 
frequently interfered with by adjacent soft tis- 
sues and dense bone; clear ethmoids may be 
due to absorption of the intercellular septa 
rather than absence of disease. Even where the 
clinical observations are negative and the radio- 
graphs are also negative, cystic disease of the 
maxillary sinus cannot be ruled out. Lipoidol 
studies in such cases will often shown filling 
defects due to degenerative changes in the 
mucosa. 

The treatment of chronic sinusitis is an even 
greater problem. In one way or another all 
the components that make up the paranasal 
sinus system are connected together. There is 
no air-tight door between the sinuses of the 
right and left side. Indeed, the oseous boun- 
daries are frequently defective and cases have 
been found where dehiscences were present 
causing communication between the right and 
left frontal and sphenoid sinuses. In the well 
pneumatized sinuses, cells from the anterior 
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and posterior ethmoidal groups may grow into 
the middle turbinate, the agger nasi cells and 
the uncinate process. Septa, more or less com- 
plete, recesses and diverticulae may be found 
in the frontal, sphenoid and maxillary sinuses. 
In the large sinuses, extension of the pneumati- 
zation into the pterygoid process, greater and 
lesser wings, the body of the sphenoid, the dor- 
sum sellae and posterior clinoids and even ex- 
tension into the rostrum and the nasal septum 
proper has been reported. Septa, recesses, di- 
verticulae and extensions where present, greatly 
increase the likelihood of interference with sinus 
drainage and ventilation (Illustrations A, B and 
C*). Unusual anatomy indicated by marker 
(4). 

Although constrictions may occur at any 
point along such narrow and tortuous path- 
ways, disease of the paranasal sinuses usually 
starts in the nose and is caused by inadequate 
drainage due to obstruction of the ostia of the 
sinuses which are located in the middle meatus 
which ventilates the anterior group of sinuses 
and the sphenoethmoidal recess which venti- 
lates the posterior group. The most frequent 
cause of such obstruction is deformity of the 
nasal septum. Such deformity may result in 
several types of effects. 

1) Obstruction to nasal respiration if the 
deformity is mainly in the lower nasal passages. 

2) Obstruction to sinus drainage and 
ventilation if the effect is localized in the 
region of the middle meatus and ethmo-sphen- 
oidal recess with little involvement of nasal 
respiration. 

3) Pressure points, the source of chronic 
irritation with reflex symptoms. These may be 
due to septal deviations and spurs anywhere 
in the nose but in the olfactory sulcus such 
pressure points are created usually by thicken- 
ing of the septum. 

A prominent ethmoidal bulla and extension 
of cells into the middle concha and the uncinate 
process adds other factors to the mechanism 
of intranasal obstruction. Often a combination 
of these elements may be present, each in itself 


* From original anatomical dissections by the author. 
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FIGURE A Sagittal section to demonstrate septa 
in the frontal sinus. When drainage from this area 
is impaired, only the external approach can suc- 
ceed in eliminating these obstructing partitions. 


FIGURE B Saaittal section showing removal of 
floor of frontal sinus and exenteration of the 
ethmoid capsule to the anterior wall of the 
sphenoid. Note extension of opposite left 
sphenoid under the right. Failure to detect this 
and provide for adequate drainage from both 
might jeopardize the ultimate results. 


FIGURE C Section through interfrontal septum 
revealing an interfron*al compartment. This may 
communicate with the involved frontal. Failure 
to provide adequate drainage for this cell if 
infected, would create the need for revision. 
Probe shown passing through the right frontal 
sinus without entering interfrontal cell. 
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not remarkable in degree but together able to 
cause profound disturbance of normal func- 
tion, often aided and abetted by congenital ab- 
normalities such as a long, narrow nose. A 
rational approach to the problem would advo- 
cate early recognition of these derangements 
and proper correction. Due to the insidious 
nature of sinus disease this is seldom the case 
before extension of infection into the sinuses 
with irreversible changes takes place. 

Some facts concerning the orbit and its con- 
tents are now in order. Two-thirds and some- 
times three-quarters of the circumference of 
the orbital cavity is contiguous with the para- 
nasal sinuses. According to Schaeffer,’ the 
osseous boundaries of the ethmoid capsule 
are frequently defective, especially in the thin 
orbital plate. The osseous wall between some 
of the anterior ethmoidal cells and the lacrimal 
sac is frequently deficient and as a result the 
mucosa of the cells comes into actual contact 
with the lacrimal sac. The orbit and the para- 
nasal sinuses share a common blood supply 
through the branches of the ethmoidal arteries 
and a common nerve supply through the 
sphenopalatine ganglion. Pathways connecting 
the two through the lymphatics and bone mar- 
row spaces have also been demonstrated. 

There is other evidence of an intimate re- 
lationship between the orbit and the paranasal 
sinuses. For example, catarrhal conjunctivitis 
accompanies the coryza in nearly every case of 
measles. Hayfever, a recurring seasonal con- 
dition and vasomotor rhinitis which is all sea- 
sonal, is accompanied by congestion of the con- 
junctiva. It has been noted that patients af- 
fected with marked photophobia will have 
paroxysms of sneezing when exposed to bright 
light and that mechanical irritation? of the 
nasal mucosa can produce changes in the cali- 
ber of the retinal vessels on direct observation 
with the ophthalmoscope. 

In a report by Lancaster and Foote,’ our 
blind population was placed at 260,000. They 
also estimated that 22,000 individuals have 
their visual acuity reduced to 20/200 or less 
each year. Physicians attending the Eighth An- 
nual Assembly of the American Academy of 


General Practice heard that approximately 27,- 
500 Americans became blind during 1955—a 
record breaking figure. Another 1,000,000 are 
estimated to be blind in one eye. Chronic 
uveitis is not rare; it is found on routine ocular 
examination in many patients without sympto- 
matology. Studies show that about twelve per- 
cent of blindness is due to uveitis and the actual 
percentage must be much greater when one 
considers the cases diagnosed clinically as pri- 
mary glaucoma, which on histological examina- 
tion, after enucleation, are found to be affected 
by chronic uveitis with secondary glaucoma. 
The treatment of uveitis has gone through many 
phases and differs in different countries. 
Around the turn of the century syphilis was 
considered the cause in seventy to ninety per- 
cent of the cases. The widespread use of peni- 
cillin has largely eliminated this disease. Treat- 
ment for tuberculosis was the vogue in central 
Europe in patients afflicted with uveitis even 
when there was little evidence of tuberculosis. 
Focal infection was considered the etiological 
cause of uveitis in England and teeth, tonsils, 
prostate, gall bladder and even the appendix 
was at one time or other held to blame. In 
this country opinion varied and some authori- 
ties used antiluetic and tuberculin therapy 
whereas others treated or removed foci of in- 
fection. Yet despite the rapid progress of medi- 
cine in other fields, tables covering the causes 
of blindness, compiled by the Commission for 
the Blind of the New York State Department 
of Social Welfare (January 13, 1955) still show 
that in more than forty percent of the cases 
covered, the cause was “unknown to science.” 

The influence of sinusitis on inflammatory 
eye disease is well recognized with reference 
to the anterior group of sinuses, as for ex- 
ample the conjunctival and episcleral conges- 
tion of frontal and anterior ethmoid sinusitis, 
but in the case of the posterior group such rec- 
ognition is not as obvious because the sinusitis 
here is usually of the latent type. Latent sinu- 
sitis has a very widespread incidence whereas 
orbital disease is selective. The orbit is a highly 
specialized organ and is extremely sensitive to 
inflammatory change, while the nose is a rela- 
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tively simple structure and although exposed 
to constant infection and reinfection is able to 
function after a manner even under the most 
adverse conditions. Comparative bacterial 
studies of nasal and ocular secretions are of 
no value in this connection as the bacteriology 
of the nasal cavity is not necessarily the same 
as that of the more distant sinus foci which 
are usually closed pockets. In the non-granu- 
lomatous type of uveitis, by definition, bac- 
teria are never to be found in the uveal tissues 
and the inflammation is of an allergic type due 
most probably to previous bacterial sensitiza- 
tion. 

Disease of the sphenoidal sinus is usually as- 
sociated with posterior ethmoiditis. The walls 
of this cavity and the optic nerve are contigu- 
ous and this close relationship, especially where 
a dehisence is present, explains the occurrence 
of optic neuritis and retrobulbar neuritis in af- 
fections of the sphenoidal sinus. Patients with 
disease of this sinus (including ethmoiditis) 
may exhibit no external evidences of inflam- 
mation and yet develop well-marked ocular 
complications among which are optic neuritis, 
neuroretinitis, and retrobulbar neuritis, leading 
to optic-nerve atrophy if the cause is not re- 
moved. With sphenoid sinusitis there may be 
present a central, paracentral, or annular color 
scotoma, which later may become absolute, 
usually with but little contraction of the visual 
field. Another fairly frequent symptom is en- 
largement of the blindspot. There may also be 
asthenopia, deep seated pain and tenderness 
when the eye ball is pressed backward. 

Antrum disease does not usually give rise 
to ocular symptoms, although infrequently there 
may be pain, swelling of the lids, conjunctival 
congestion and lacrimation, but ocular compli- 
cations are rare. 

Further elucidation of the various aspects 
of the subject is furnished by means of the fol- 
lowing case histories. 


Uveitis 

Case One: Age 34 years. Six month history 
during which the patient, a physician, had lost 
all practical vision. Examination 6/30/49 re- 
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vealed bilateral uveitis with numerous vitreous 
opacities of the right eye; cataract formation 
and complete posterior synechia of the left eye. 
Following pansinusectomy vision of the right 
eye improved gradually until it was 20/30 af- 
ter several months and 20/20 at a later date. 


Iritis 


Case Two: Age 55 years. History of fifteen 
years of recurrent iritis of the left eye. Present 
attack started four months ago. Vision in the 
left eye was 20/100. August 17, 1951 left in- 
ternal ethmosphenoidectomy. Iritis cleared al- 
most immediately and vision of the left eye, 
despite the long history, improved to 20/40 
after two months and to 20/30 three months 
later. 


Keratitis and Glaucoma 


Case Three: Age 43 years. Recurrent at- 
tacks of keratitis in the left eye for fourteen 
years. The left eye has developed glaucoma 
which necessitated many operations for tension. 
Tonsillectomy had been done four years ago, 
and submucous resection one year later with- 
out relief. The patient had also had several 
series of tuberculin injections, although there 
was no clinical evidence of tuberculosis. Vision 
in the right eye has been poor since childhood. 
February 2, 1948, left external ethmoidectomy 
was followed by prompt subsidence of the kera- 
titis and glaucoma. There has been no recur- 
rence of keratitis or tension in the left eye, and 
the patient, a nurse, was able to return to her 
occupation. 


Conjunctivitis and Blepharospasm 

Case Four: Age 35 years. Long history of 
congestion of both eyes with accompanying 
blepharospasm and marked photophobia. Nasal 
obstruction, headaches and frequent head colds 
since childhood. Has had a great deal of treat- 
ment with no improvement. The nose looked 
crowded, the turbinates were in contact with 
the nasal septum which was thickened through- 
out and deviated to the left. The nasal mucous 
membrane is congested with thin purulent se- 
cretion present in all the meati. Following cor- 
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FIGURE D Conjunctivitis — Conjunctivitis with 
photophobia and blepharospasm are often 
symptoms of sinusitis latent or apparent. The 
patient shown here had a long history of this 
condition which was progressing in spite of con- 
tinuous treatment. Correction of septal deformity 
with provision for adequate sinus drainage gave 
complete and lasting relief from all symptoms. 
(Photo shows patient obviously unaffected by 
light bulb flash.) 


rection of the septal deformity and bilateral in- 
ternal ethmoidectomy and sphenoidectomy in 
1951, all symptoms subsided. Illustration D 


shows patient with complete clearing of the 
conjunctivitis and absence of photophobia or 
blepharospasm. 

Correction of nasal pathology seems to pre- 
pare the ground for obviously necessary ocular 


surgery previously delayed or unsuccessful due 
to the presence of uveal inflammation as is illus- 
trated by Cases Five, Six and Seven. 


Keratitis, Iritis, Glaucoma and 
Dislocation of the Lens 


Case Five: Age 47 years. Iritis and glau- 
coma in the left eye for three years. Had also 
had keratitis and several operations for tension 
in the left eye. The lens is dislocated and for 
the past four months the left eye has been in- 
tensely injected, extremely painful, with marked 
lacrimation and photophobia. Operation for re- 
moval of the dislocated lens, a continuing 
source of irritation, has been withhe!d because 
of the uveal inflammation. Following left in- 
ternal ethmosphenoidectomy, the left eye in- 
flammation subsided and cataract extraction 
was performed without incident. 


Conjunctivitis, Keratoconus, 
Corneal Ulcers 
Case Six: Age 37 years. Fifteen year his- 
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tory of keratoconus followed by corneal ulcers 
and scarring of both corneas causing loss of all 
practical vision. Has had many allergies, 
asthma, hay fever and follicular conjunctivitis 
since childhood. The tonsils were removed 
when the patient was five years old and a sub- 
mucous resection of the nasal septum was done 
twenty years ago. This and all other attempts 
at improving the ocular condition had failed 
until 1950 when complete exenteration of sinus 


pathology was done which resulted in complete 
subsidence of all the ophthalmic and other 
symptoms and made possible a successful cor- 
neal transplant of the left eye with vision in 
the eye restored. Illustration E shows both 
eyes free of congestion and photophobia with 
residual scarring of right pupil but elimination 
of scarring of left pupillary area by a square 
corneal transplant. 


Advanced Conjunctivitis and 
Uveitis in Both Eyes 

Case Seven: Age 47 years. History had 
started thirty years previously with keratitis in 
the right eye followed by iritis and scarring of 
the cornea. Three years later the left eye be- 
came similarly affected. When first seen 
6/8/48, patient had advanced conjunctivitis 
and uveitis in both eyes. Vision in right eye 
counting, fingers at 3 ft; left eye, c.f. at 1 ft. 
All attempts at improving vision by surgery 
were unsuccessful with recurrent flaring up of 
the uveal inflammation and further deteriora- 
tion of the condition. Following pansinusec- 
tomy 7/18/50 the uveitis cleared completely 
and patient was able to have corrective ocular 
surgery including successful corneal trans- 
plant of the left eye with vision improved 
to 20/60. 
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Traumatic Uveitis 
Case Eight: Age 47 years. First seen in 
1955. Four month history of inflammation in 
the right eye. Ocular inflammation was started 
by a foreign body which entered the right eye 
while patient was driving a taxi. The foreign 
body was removed but the inflammation per- 
sisted. The patient was treated intensively, 
among other things, with cortisone locally and 
systemically, but the condition continued to de- 
generate, and the ocular discomfort was begin- 
ning to spread to the left eye. Following a 
right internal ethmoidectomy, the inflammation 
in the right eye cleared promptly and the pa- 
tient was able to return to his occupation. 
There has been no recurrence of the uveitis. 


Haemorrhagic Retinitis 

Case Nine: Age 21 years. Complete loss of 
vision in the left eye following three year his- 
tory of haemorrhagic retinitis complicated by 
complete retinal detachment and cataract. 
Present examination shows similar condition 
developing in the right eye with turbidity of 
the vitreous and blurring present for past 
month; vision reduced to 20/100. August 7, 
1951 bilateral external fronto-ethmosphenoid- 
ectomy. Within one month, the retinitis had 
cleared and vision of right eye returned to 
20/20. Illustration F shows patient one month 
after surgery with little or no external evidence 
of the operation. 


In judging the expected results of treatment, 
one must take cognizance of the possible pres- 
ence of already established irreversible changes 
in the ocular tissue but even when such changes 
have taken place corrective nasal surgery is still 
indicated as it may be the only means of pre- 
venting further spread of the condition and re- 
lieving the congestion, photophobia, lacrima- 
tion and other symptomatology. 
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Iritis With Loss of Vision in One Eye 

Case Ten: Age 34 years. Repeated attacks 
of iritis in right eye since 1947 with loss of 
the vision in the right eye after the first attack. 
Has had one attack of iritis in left eye without 
impairment of vision. First seen in 1954 dur- 
ing an attack of iritis in the right eye which 
had already lasted six days. Following correc- 
tion of sinus pathology the iritis promptly sub- 
sided. There has been no recurrence in either 
eye since. 


Iridocyclitis 


Case Eleven: Age 50 years. Recurring bouts 
of iridocyclitis since 1947 with vision reduced 
to C.F. at 8 in. in the right eye and only light 
in the left eye. Both eyes congested with marked 
pain, photophobia and lacrimation. Following 
correction of sinus pathology the attacks ceased 
and after waiting three years to make certain 
there would be no recurrence, cataract extrac- 
tion in the right eye was done without incident 
and vision improved to 20/200. 

Where irreversible changes have not as yet 
occurred, relatively conservative correction of 
concomitant nasal pathology will often cause 
rapid subsidence of the ocular inflammation 
without residual impairment, as is illustrated 
by the following: 

Case Twelve: Age 14 years. Affected by 
iritis of the left eye since 1948. First seen in 
1952 during attack which had already lasted 
more than a month. Following correction of 
sinus disease the left eye cleared promptly. 

Case Thirteen: Age 39 years. Affected with 
sclerokeratitis in the right eye since 1940. Had 
been under treatment continuously without suc- 
cess until in 1953 when concomitant sinusitis 
was corrected following which attacks ceased. 


Summary 


Recent statistics showed that in forty percent 
of the instances of blindness the cause was “un- 
known to science.” There are many anatomi- 
cal, physiological and pathological links be- 
tween the orbit and the paranasal sinuses 
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whereby infection from the latter may spread 
to the orbit. Since admittedly the incidence of 
sinusitis is widespread and positive diagnostic 
signs often absent, what criteria should one fol- 
low as to the proper course of action? It has 
been my practice, where the sight of an eye 
was threatened, especially if the eye is the only 
one remaining and after all else had failed, to 
ventilate the paranasal sinuses whether the 
sinusitis was obvious or latent. Failure to act 
promptly and thoroughly could result in irre- 
versible changes in the ocular tissues not amen- 


able to any method of treatment. This ap- 
proach to the problem of endogenous non- 
specific ocular inflammation, whether spontane- 
ous, postoperative or that induced by trauma, 
was used in each of the cases here detailed 
only after all other known methods of treat- 
ment including elimination of other foci of the 
infection, had failed to halt the progress of the 
disease. There has been no recurrence of the 
ocular inflammation in any of the cases al- 
though the follow-up averages more than five 
years. 
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V V hy did you decide to come 


for treatment of your acne?” A bright teen- 
ager replied: “I have come because people 
avoid me; in turn, I have become very wary 
of people.” In reality, the therapy of acne is 
aimed at creating surface acceptability. The 
most prevalent skin disorder of adolescence,’ 
acne vulgaris, can be treated in a variety of 
ways. With judicious selection of medications, 
a good result is obtainable. What is the secret 
of most successful therapy? Due to the pro- 
longed natural course of teenage acne, best re- 
sults come from teaching youngsters to main- 
tain a treatment routine—until such time when 
no more comedones, papules, or pustules ap- 
pear. Early treatment, shortly after the onset 
of acne can prevent the chance of post-acne 
scaring. 

The present paper will set forth a selection 
of medical approaches to treatment used by 
the writer. 

Therapy is based on 1) accepted empiri- 
cism, and 2) the concept of acne vulgaris as 
a disease of adaptation.* 

Peeling with cryotherapy, caustic chemicals, 
or plastic surgery which require considerable 
technical detailing, have been omitted. Estro- 
genic therapy was omitted because the use of 
other medications makes the more precarious 
estrogen therapy unnecessary. 
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A NOTE ON THE THERAPY OF 


ACNE VULGARIS 


THELMA G. WARSHAW, M.D. 
Westfield, New Jersey 


Topical Measures 


The modalities available traditionally and 
authoritatively recommended,*:* are topical 
keratolytic or desquamating agents. Steady 
slow drying and peeling helps to remove 
comedones and hastens involution of acne 
papules and pustules. Individual response to 
these varies. It is wisest to start with relatively 
low concentrations of keratolytics, and to in- 
crease the concentration as the skin shows signs 
of developing tolerance. This procedure also 
minimizes the chance of overtreating the occa- 
sional irritable skin. Also, the rare appearance 
of allergic sensitization due to sulfur or re- 
sorcin must be reckoned. 


1) Keratolytics: 
A good keratolytic formulation is: 
Rx Neutracolor® 1.8-2.5 
Resorcin 4% -8% 
Sulfur precipitate 6-12% 
Zinc oxide 
Tale 
Calamine aa 10.0 
Glycerin 10.0 
Alcohol 70% 
Aqua aa q.s. ad 120.0 
Sig. Liquid powder—apply tid. with 
fingers (Cotton applicators absorb alco- 
hol and water). 
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Another satisfactory keratolytic is magma alba: 
Rx Sulfurated lime solution 30.0 
Saturated zinc sulfate solution 20.0 
Glycerin 5.0 
Fluid rose extract gtt — 

Sig. Apply h.s. 

A third highly effective procedure is 

Vieminckx Solution N.F.®* (a sulfurated 


lime solution ) 

Sig. One teaspoon to five teaspoons per 
pint of hot water. 

Hot wet compress—10 minutes h.s. 


The disadvantages in using Vleminckx solution 

are: 

e the odor of hydrogen sulfide, and 

e the tendency to tarnish metals, especially 
silver. 


2) Cleansing Agents can have keratolytic ef- 
fects, defatting effects, or bacteriostatic or bac- 
tericidal actions. 
A selective sampling includes: 
Sulfur soaps—e.g. Stiefel’s Acne-aid® soap 
Soaps with added bacteriostatic agents— 
e.g. Dial® soap (contains hexachloro- 
phene ) 
Detergents with bacteriostatic agents— 
e.g. pHisoHex® 


3) Astringents: Ethyl alcohol in a concentra- 
tion of seventy percent is rubefacient, assists in 
removing sebum, and is also a good antiseptic.* 


4) Shampoos: Sulfur and selenium shampoos, 
and detergents have established worth in con- 
trolling the seborrhea capitis that parallels acne 
vulgaris. A few effective ones are Selsun® 
(Abbott) Sebulex® (Westwood), Domerine® 
(Dome ). 


5) Hot or Cold Quartz Ultraviolet Therapy: 
Erythema and peeling can be produced from 
use of ultraviolet radiation. Dosage depends 
on the output of the individual physician’s 
equipment. 


6) X-ray Radiation: In expert hands, this mo- 
dality is effective. Because of public concern 
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over radiation hazard, patients must be care- 
fully selected. 


General Measures 

Accepted general measures in the manage- 
ment of acne govern many aspects. 

1) Girls should be advised against any oc- 
clusive make-up that promotes comedo forma- 
tion or retention. 

2) Woolen materials should not be worn 
next to acne sites, because of mechanical aggra- 
vation of lesions. 

3) Diet should be regulated. Adequate 
liquid intake (six glasses daily), and avoidance 
of chocolate, decrease any tendency toward 
constipation. That constipation aggravates acne 
is generally accepted. The reason for this se- 
quence is not certain—but may have to do with 
heightened absorption of bacterial product; 
from retained intestinal material. 

Seafood and iodized salt should be omitted, 
since iodine—present in the ocean—can in it- 
self produce an acne-like picture. 

Nuts should also be omitted—on an empiri- 
cal basis. 

4) Where basal metabolism is slow, thyroid 
extract or Cytomel® (/-triodothyronine) can 
be of benefit. Possibly, the good effect in fe- 
males is due to mild stimulation of ovarian 
function. 

5) Courses of Vitamin A therapy are in- 
dicated in acne, because Vitamin A _ can 
inhibit keratinization (horny layer formation) .’ 
There is a need for respites from Vitamin A, 
because of the entity of hypervitaminosis A.* 

6) Antibiotics of the broad spectrum va- 
riety are recognized for their advantage 
in treating the pustular variant of acne.” Tetra- 
cycline (Achromycin®), or Tetracycline with 
Novobiocin (Panalba®) were used in twenty- 
two selected patients during 1958. There was 
one instance of allergic reaction (skin and in- 
testine) while on tetracycline; and two cases 
showed no improvement. Nineteen patients 
derived benefit from tetracycline prepara- 
tions. 

While oral buffered penicillin is not widely 
used for this condition, among nine penicillin 
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treated cases during 1958, six showed real 
diminution of pustules while on penicillin. 

7) Vitamin C. Ascorbic acid in doses of 500 
mgms. daily was prescribed for twenty-one pa- 
tients during 1958, with the purpose of inhib- 
iting and decreasing skin pigment formation.'’ 
In twenty, there was paling of pigment at sites 
of old blemishes. 


Mechanical Measures 

Many teenagers ask permission to use me- 
chanical comedo extractors. Because there is 
a chance that infection may be introduced or 
scarring may result, an alternate method is 
better. After keratolytics have been used for 
several weeks, warmed adhesive tape may be 
applied overnight to comedo sites. Rapid re- 
moval of the tape often brings away a number 
of comedones. 

Daily scalp brushing with a bristle brush 
may be considered a mechanical aid in control- 
ling seborrhea capitis. This can accomplish 
simple removal of dandruff, and distribution of 
scalp sebum along the hair. 


by 


Treatment in Accord with the Concept 
of Acne as a Disease of Adaptation 

In addition to the foregoing notes, new ap- 
proaches to acne therapy were tried. Since 
stress can increase elaboration of adrenal corti- 
cal steroids, which in turn can foster the ap- 
pearance of keratotic plugs in hair follicles, it 
seemed advantageous to treat stress in some 
adolescents. Among eleven patients during 
1958, the use of a tranquilizer (Serpasil® 0.1 
mgm.—after the evening meal) seemed indi- 
cated. Five showed no immediate improve- 
ment, six responded favorably to the small 
doses given over relatively short periods—none 
longer than one month. 

Stress can result in increased accrine sweat- 
ing. The use of a sweat inhibitor, twenty per- 
cent aluminum hydroxychloride aqueous solu- 
tion, as a topical adjunct has been reported."' 
The rational is to stop the accelerated spread 
of sebum observed on a wet (perspired) sur- 
face.'* Indirectly, this may deter formation of 
comedones. Clinically, dryness of treated skin 
sites results from use of the antiperspirant. 


Summary 


Notes on acne vulgaris therapy cover a va- 
riety of modalities easily available to the gen- 
eral practitioner. Subjects include those of em- 
pirically proven value, and newer approaches 
uccording to the concept of acne as a disease 
0} adaptation. 

Examples of the following modes of treat- 
ment are covered: 

1 Topical Measures: 

a) Keratolytics (medical peeling) 
b) Cleansing agents 
c) Astringents 


d) Shampoos 
e) Ultraviolet therapy 

11 General Measures: General hygiene, in- 
cluding diet, metabolism regulators, vitamins, 
and antibiotics. 

111 Mechanical Measures. 

IV Treatment in accord with concept of 
acne as a disease of adaptation: 1) tranquilizer, 
and 2) a topical sweat inhibitor. 

It is hoped that this exposition of one der- 
matologist’s approach to acne therapy will help 
others with the same treatment problem. 
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THE POSITIVE PRESCRIPTION 


In keeping with the times, might not the “Power of 
Positive Thinking” be profitably and successfully ap- 
plied in the persuasive power of “Positive Prescription?” 


THIS 


instead of 


THAT 


Sig. i for digestion 
tid., a.c. 


ig. i cap. q.4.h. for 
comfort. 


ig. i tsp. q. 4 or 5 hours 
for relaxation. 

ig. i cap. h.s., p.r.n. for 
sleep. 

ig. i b.i.d., p.c., to build 
strength. 

ig. Apply locally several 
times a day for comfort. 

ig. ii tsp. q.n., for 
elimination. 


ig. Moisten and insert one 
q.n. for soothing. 


ig. i for indigestion 
tid., ac. 


ig. 1 cap. q.4.h. for 
pain. 


. i tsp. q. 4 or 5 hrs. 
for tension. 


ig. i cap. h.s., p.r.n., 
for sleeplessness. 


ig. i b.i.d. for weakness. 


ig. Apply locally several 
times a day for itching. 


ig. ii tsp. q.n., for con- 
stipation. 

ig. Moisten and insert one 
q.n. for burning. 


THOMAS T. JONES, M.D. 
604 West Chapel Street 
Durham, North Carolina 
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DIAGNOSIS 


os ileitis is not an un- 
usual condition and is therefore a problem 
that will be encountered by any physician ac- 
tively engaged in practice regardless of his 
specialty. Unfortunately, regional ileitis is fre- 
quently overlooked or erroneously treated for 
some other condition. 

It seems worthwhile to take up the various 
aspects of this condition, both from the stand- 
point of diagnosis as well as treatment. 

By definition, regional ileitis is a low grade 
granulomatous condition usually involving the 
terminal two feet of the ileum but may be 
widespread in its distribution and is frequently 
associated with skip areas in the bowel which 
grossly appear normal. It may occur at any 
age but is more prevalent in the young adult. 

The cause of regional ileitis is unknown; 
some hold that the insecure nervous individual 
is prone to this difficulty, others believe that 
a local blockage of the lymphatic drainage 
produces the changes in the bowel, while others 
feel that some irritating substance in the intes- 
tinal contents of susceptible individuals pro- 
duce the malady. Certainly it is true that many 
patients so afflicted do appear to present emo- 
tional instability and are improved with proper 
treatment, but the fact remains that when a 
loop of involved bowel is defunctionalized 
surgically, it will heal regardless of all other 
factors. This seems to argue against the emo- 
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Regional [leitis 


W. M. McMILLAN, M.D., Chicago, Illinois 


tional as well as the lymphatic obstruction 
theories. 

The symptoms of regional ileitis are ex- 
tremely variable ranging from vague abdominal 
complaints to extremely severe symptoms re- 
quiring hospitalization depending upon the 
stage of the disease. 

A history is usually present of recurring 
attacks of abdominal distress and in more 
extreme cases considerable loss of weight may 
have occurred. Bleeding per rectum may have 
been noted by the presence of either black, 
tarry stools or more frequently, bright red 
blood and anemia may as a result be quite 
marked. A low grade afternoon temperature 
may have been present and a suspicion of 
tuberculosis at times is entertained. 

With more acute symptoms there may be 
findings of tenderness over the right lower 
quadrant, even a palpable abdominal mass 
usually in the right lower quadrant may be 
present. More rarely an abdominal fistula may 
be present and less rarely a rectal fistula may 
be found. This calls to mind the fact that not 
too many years ago, it was commonly thought 
and taught in the medical schools that a rectal 
fistula whether or not associated with low 
grade afternoon temperature strongly sug- 
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gested the presence of tuberculosis. It is well, 
therefore, to think of regional ileitis as a pos- 
sible associated condition rather than tuber- 
culosis. 

If regional ileitis is suspected and a surgical 
problem does not immediately exist a small 
bowel study should be added to the usual com- 
plete gastrointestinal x-ray survey. Unfor- 
tunately such a study is only of positive value 
(1) if the so called “string sign” is present 
indicating a stenosed segment of bowel or (2) 
if the presence of internal fistula can be dem- 
onstrated. Far too often the x-ray findings are 
normal. The diagnosis then must be made on 
an elimination basis. Probably the most fre- 
quently encountered differential problem for 
the average practitioner is appendicitis. Ob- 
viously if appendicitis is suspected, one cannot 
resort to x-ray studies and therefore in these 
circumstances the following points may be of 
considerable help if kept in mind. There is 
usually a history of previous attacks over a 
considerable period of time. There is usually 
a history of abdominal distress and intermit- 
tent diarrhea with relief of distress after defa- 
cation. There may be secondary anemia. There 
may have been noted a low grade afternoon 
temperature elevation but unfortunately this is 
not the usual situation. Unless there is an 
associated abscess the leukocyte count is not 
elevated. 

It might be well to point out the value of 
a differential count since hemocentration may 
increase the total count but the polymorpho- 
nuclear ratio would not be elevated. This im- 
portance of a proper differential count cannot 
be over emphasized. 

The medical management of the disease has 
been discussed at length in many publications 
and includes the use of tranquillizers, Azulfi- 
dine, vitamin therapy, steroids, blood trans- 
fusions, bland diet and antispasmodics and 
roentgenotherapy. Finally some urge the use 
of psychotherapy. 

It is not my purpose to do more than men- 
tion the various medical approaches to this 


problem even though it should be emphasized 
that the treatment of regional ileitis is primarily 
medical unless the following situations present 
themselves. 

If one operates on a patient for appendi- 
citis and finds a normal appendix the obliga- 
tion is laid upon him to consider and look for 
the presence of regional ileitis by inspecting at 
least two feet of the terminal ileum. This is of 
course not meant to imply that this is the only 
exploration necessary in such circumstances 
but regional ileitis must be kept in mind as a 
possibility. Should such a condition exist the 
appendix should be removed to avoid further 
surgery due to suspected or real appendicitis 
in the future. 

Regional ileitis becomes a primary surgical 
condition only in the following circumstances: 
Obstruction usually of a low grade type, pres- 
ence of multiple fistulae, the presence of an 
abscess and finally for the removal of the “old 
burned-out” section of the small bowel attested 
to by x-ray findings of tubular type sections 
of bowel. 

In resecting the small bowel it is well to 
carefully determine the visible distribution of 
the disease in the gastrointestinal tract but it 
is also well to bear in mind that the micro- 
scope may show evidence of involvement in 
some portion of the bowel that is grossly nor- 
mal. There are two types of procedures that 
one may elect to carry out. A primary  resec- 
tion with end to end anastomosis seems the 
most logical one. It gets rid of the grossly 
involved segment of bowel, although there are 
some who feel that a simple sidetracking opera- 
tion, i.e., a transverse ileo-colostomy certainly 
is preferred as it is less of a procedure and 
gives equally good results. It is the author's 
feeling however, that resection is best unless 
the condition of the patient does not permit 
such a procedure as it not only removes the 
involved segment of bowel but it obviously 
does not have the fault of a sidetracking oper- 
ation which is never complete by its very 
nature. 
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Summary 


It should be borne in mind that first of all 
regional ileitis is not an uncommon condition 
and is too often overlooked. Its management 
is primarily a medical problem involving sup- 
portive measures along with the use of certain 
drugs, none of which are specific. Surgery is 
indicated under certain stated circumstances 
and when these present themselves surgery 
should not be delayed. A permanent cure can- 
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Effects of herniated inter-ver- 
tebral disc on spinal cord. 


a. Protrusion at this point presses on 
root only. 
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not be expected, but prolonged remissions are 
possible, and probable, if proper medical and 
surgical care is instituted. Finally, it can be 
stated that a high percentage of individuals 
suffering from regional ileitis, if diagnosed and 
properly cared for, may live a long, and for 
the most part, a comfortable life. 


122 South Michigan Avenue 


b. Protrusion at this point presses on 
both cord and root. 


c. Protrusion at this point presses on 
cord only. 
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The Coronary 


Individual 


EDWIN T. ARNOLD, JR., M.D. 
Hogansville, Georgia 


L. April 1958, my paper on the 
psychological complications of coronary heart 
disease was published in MEDICAL TIMES. 
This was written within four or five months 
after my occlusion and dealt with that one as- 
pect of the disease as appearing in the first few 
months after the acute episode. 

Now I should like to approach the picture 
of coronary heart disease from the vantage 
point of extra time in which to consider the 
more complete picture both from the objective 
and subjective standpoints. May I say now, 
though, that I do not wish to change the views 
as expressed in the first paper, the principal 
thought there being that we as individuals who 
are victims of this disease must be reconciled 
to re-adapt our own private plans and desires 
to fit within the greater framework of the 
Master Plan as designed by the Creator in His 
infinite wisdom. 

It follows logically that the better one can 
adapt, the better one is able to teach and di- 
rect the individual who follows the same 
troubled path in life. One must acquire a spirit 
of patience and compassion for fellow beings. 
I will not dwell upon the possible etiological 


factors which may be considered in the genesis 
and development of this condition because I 
can present little or no factual information on 
these aspects of the disease. I have some very 
strong opinions about all this but will confine 
my remarks primarily to what I know from 
experience, beginning with the acute phase. 

The acute phase includes the beginning 
symptoms, some of which are recognized only 
in retrospect, the occlusive episode, and the 
ensuing three or four months. 

A good number of patients do not have any 
specific warning of an impending catastrophe. 
Of course hind sight is clearer than foresight 
and often in retrospect we can assign signifi- 
cance to ordinarily neglected small complaints 
and appearances, and feel that we really should 
have suspected all along what was imminent. 
Unusual fatigue, fleeting chest pains, indiges- 
tion now and then, and a pale, strained, wan 
look are the manifestations recalled in retro- 
spect. In my own instance there was no warn- 
ing other than a devastating fatigue for several 
months. The first pains were fleeting subster- 
nal pains which became very severe three hours 
later. Then there was no longer any doubt in 
my mind. I suspected the true situation in my 
own case after the first few fleeting, burning, 
undulating upward migrating substernal pains. 
I did not want to accept the possibility of the 
fact so I took refuge in the thought that it 
might be indigestion, just as most people do. 

The first pains were of short duration and 
disappeared completely for about two or three 
hours. I was entirely free of pain upon re- 
tiring that night, though I had made six house 
calls, during which visits the chest discomfort 
recurred briefly several times. I was suspicious 
enough of what might be impending, so that 
upon getting into bed, I remarked to my wife 
that I might be bordering on a coronary and 
might have to call her to get my bag from the 
car and, if so, not to lock herself out. I knew 
that if I did develop an attack I would have to 
give myself a shot for there was no other physi- 
cian closer than fifteen miles. 

The acute, persistent, terrible, expanding 
substernal pain began at 2:30 a.m. This pain 
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is much worse than renal colic. I have had 
both. My strength was dissipated so rapidly 
that I could not prepare a syringe of morphine 
and atropine and realizing this, I administered 
2 c.c. of Demerol® into my thigh muscle. This 
was the last thing I could do for myself. I did 
not obtain any relief from pain but did notice 
that I did not break out in a sweat and derived 
some comfort from that fact. I felt that if I 
could get to the hospital and obtain relief with- 
out going into shock the outlook would be bet- 
ter. There was no nausea but the pain in- 
creased in severity and in area until it seemed 
that an area larger than my whole chest cage 
was about to explode. 

Relief of pain is by all odds the most im- 
portant objective in a coronary attack. If I 
could do only one thing for a patient with a 
coronary attack it would be to give him mor- 
phine or morphine and atropine i.v. slowly un- 
til relief was obtained. Sometimes only 1/12 
gr. ms i.v. will give relief. 

Upon arrival at the emergency room of the 
hospital, I requested the nurse to administer 
m.s. i.v. slowly and very soon the pain was 
gone. They tell me, though, that it was sev- 
eral injections of various medications later be- 
fore Dr. William B. Fackler, Jr., my physician, 
felt that I was sufficiently relaxed. I do not 
recall all this. 

The first few nights in the hospital I experi- 
enced some strange mental abberations which 
may have been partly drug induced, but which 
I believe were more a result of established work 
patterns, and that itself resulting from my in- 
born intensity to continue to drive myself—a 
stress personality factor. The predominating 
sensation was that, late each night, I would en- 
visage myself as stealthily slipping out of my 
oxygen tent and the hospital and returning 
home, fifteen miles away, to make a few house 
calls, but always under pressure, in a hurry in 
order to get back to the hospital and into my 
bed before Dr. Fackler made rounds and 
caught me A.W.O.L. I could even imagine, 
or dream, that unscheduled patients would de- 
tain me as I hurried along thus increasing my 
apprehension that I would be caught. 
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As to various modalities of treatment, I feel 
sure that the place of oxygen has been well 
established in the usual case, though not essen- 
tial in all. One is certainly more comfortable 
in an oxygen tent if the weather is hot or if 
there is any breathing difficulty. The useful- 
ness of anticoagulants is accepted by many 
physicians including myself except where spe- 
cifically contraindicated. In the average run 
of patients having occlusive disease, I think one 
would recommend this for the period of hos- 
pitalization. 

Bed rest or rest in a chair or various modes 
of rest have to be individualized to suit the 
individual temperament and the severity of 
myocardial involvement. As for myself, I will 
choose the bed for the most part, for three or 
four weeks. Mental contentment is equally im- 
portant with physical comfort. They are in- 
separable to a certain extent. I even reached 
the point where I looked forward to enema 
days for these, obnoxious as they are, did in- 
terrupt the dreadful monotony of being con- 
fined to one room and bed. 

A patient once remarked to me following 
his occlusion that when he recovered to the 
point of putting his pants on again this simple 
act boosted his morale more than any one 
thing. This sort of thing is very true too. 
When one is well one takes everything pretty 
much for granted, but when one has been dis- 
abled to the point of having to be fed by some- 
one else, then the return of each tiny function 
which one can perform for one’s self assumes 
great importance. These little things we must 
never overlook in treating patients or in any 
other relationships we might have with them. 


Relaxation 


I wish that I had a magic formula that I 
could reveal for one and all who need it to help 
them relax, but I do not have it. I never ceased 
to try to run things from my hospital bed. This 
was not ideal but serves to emphasize again 
my belief that stress is what puts people like 
me into the hospital bed. Once we are there 
we can’t automatically throw off our cares. 
One thing sure, no one can force another to 
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relax and quit worrying. Individuals like this 
have to be gently and gradually led into more 
tranquil paths and a long, long time is required. 
Infinite patience on the part of physicians, 
nurses, and especially members of the patient’s 
family is a must. 


Psychic Trauma 


After about ten days, incidents of psychic 
trauma begin to intrude. Emotional spells such 
as crying are common. Great tact on the part 
of everyone associated with the case is called 
for. Even then there will be stormy moments. 
To tell a patient that this sort of thing will 
cause another attack, as was said to me by a 
nurse once, is definitely not the right approach. 
As to attempting to describe a period of 
mental. depression (for the purposes of 
this paper as related to circulatory acci- 
dents) words are as futile as they are in 
trying to exactly define the sensation of pain. 
One’s whole being becomes engulfed in gloom 
and seeks to cry out for relief as if sympathetic- 
ally stimulated by the ululations of the damned. 
I must relate here an important practical point 
which may well be of aid to others. When I 
was experiencing my most severe episode of 
depression my physician prescribed Ritalin® 
twice a day and this afforded remarkable relief. 
I can readily understand that in some cases 
such a measure could mean the avoidance of 
suicidal thoughts or the very act itself. A few 
hour’s relief afforded by mild euphoriants of 
the kind mentioned at strategic times may make 
all the difference between successful handling 
of a patient or a tragic ending. 

While on the subject of mental depression 
and attendant periods of dejection I would, in- 
deed, be remiss if I failed to interject a warning 
to beware the temptation to seek refuge in the 
use of narcoties to tide one’s self over. This is 
particularly apropos of the medical profession 
because of the accessibility to the drugs. There 
were at least a dozen times in my convalescent 
period when I was sorely tempted to extricate 
myself from depressive episodes in just this 
way, but having seen what addiction to narcotics 
can do to. some persons and fearing that I might 
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be a more likely than average candidate for 
such a state, I did steadfastly refrain from yield- 
ing. I knew only too well the profound euphor- 
ant effect exerted upon me by opiates because 
they had been administered to me on several 
occasions for renal colic and of course for the 
coronary occlusion, also. 

I cannot too strongly urge all who attend 
these sick people to be very cautious in their 
manner and speech for it does not require much 
of a slip to precipitate a weeping spell. These 
spells are sometimes spontaneous, though, so 
not all can be prevented no matter how careful 
everyone is. A person’s life has suddenly been 
changed for the worse almost invariably and 
it takes a long time to accept the idea and 
make the best adjustment possible. 

When the patient leaves the security of the 
hospital and returns home—and he is always 
anxious to do this—there are further adjust- 
ments. He is terribly weak and visitors should 
be limited to not over ten minutes. Company 
is exceedingly tiring no matter how good the 
intentions. As described in the other paper, 
by the aid of spiritual resources, one gradually 
becomes reconciled to the inevitableness of 
drastic changes which must be made. This 
period is the one up to the third or fourth 
month of convalescence, or until such time as 
one resumes work. 

Upon the resumption of work a new phase 
is ushered in and further adjustments are neces- 
sary. This stage may well be the rest of one’s 
life, for I know that a year and a half is not 
long enough to deal with all the new factors 
which arise. This then leads us into the rest 
of the discussion which involves considerable 
self inventory and relationships with all other 
people, mainly one’s family, friends and other 
associates such as patients in the case of a 
physician. 

Practically everyone is eager to resume work 
as soon as possible. There are several things 
which become apparent as time goes on. First, 
there is difficulty in thinking, one has become 
very “rusty” and has forgotten much, Next 
one finds that fatigue intrudes, unawares, as a 
thief in the night. To stop work rightahen is 
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a must. It takes a far longer period to make 
up energy deficits after a circulatory accident 
than before. The convalescent must pace him- 
self, must work by the clock and not go over- 
time even if sometimes he feels like doing so. 
Some recover much more rapidly than others. 
There were three of us physicians in our small 
county society who had coronaries close to- 
gether. The first was a man over sixty-five and 
within six months he was going almost full 
blast again. The next was a physician my own 
age. He has progressed much more rapidly 
than I have. 

I can do little more than I could eight months 
ago but I am sure, and my physician agrees 
with me, that it is my personality makeup—the 
tension state, the stress factor again. I have 
recovered to the sixty percent point in amount 
or kind of work I can do. It has been one and 
one-half years now. There is nothing to sug- 
gest that the myocardial damage has anything 
to do with it either. I had a completely un- 
eventful recovery as far as anyone can deter- 
mine but my energy capacity is markedly re- 
duced and apparently permanently so. 

The big difference in the recovery rate as 
between them and me, though, was that they 
had more stamina in the pre-occlusive days 
than I ever did have. Both carried a heavy load 
of practice, one is a surgeon, the other an in- 
ternist. One of them I have known over twenty 
years and the other fifteen years. Neither ap- 
parently fatigued easily before he became ill, 
whereas all of my life I have fatigued very 
easily and yet had never been seriously ill— 
before the occlusion. 

There comes into being an even closer un- 
derstanding between husband and wife. The 
feeling of a father for his children is a deeper 
and more intensive love and there is a new re- 
solve to show this love in every possible way. 
One realizes that one could just as easily have 
been completely taken away and all companion- 
ship ended. By the same token the father real- 
izes that he will be able to do less in a material 
way for his family and this leads to recurrent 
periods of depression and sensations of futility 
from time to time. This is especially true when 
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one realizes that one’s capacity to work and 
provide for one’s family has been permanently 
curtailed. 

Spiritual resources to call upon are the only 
solution. I cannot understand how one can 
survive and adjust without faith in God. There 
are times when faith is weak and we almost 
wonder if He has forgotten us and yet we know 
He has not, but that we are enduring a period 
of trial through which we must grow or we 
will despair. There is always that feeling, 
though sometimes as a faint flickering light, 
that after awhile things will be all right. This 
gives us courage and the light of faith bright- 
ens. One cannot become adjusted in a day. 
Apprehensions cannot be vanquished overnight. 
Depressions recur but they do pass away, and 
one grows stronger and more reconciled. 

These periods of depression give an insight 
into one’s thinking that would be easy to ignore 
if everything went smoothly all the time. 
Namely, a person finds that he can easily be 
afflicted by those malignancies of the soul, 
envy and jealousy. When he observes his con- 
temporaries prosper, he finds it very easy to be 
engulfed, for a while at least, by these dreadful 
sensations. The mental agony that results is 
more devastating than physical pain, and, in- 
deed, is no doubt a definite stress factor, if al- 
lowed to continue, in producing further physi- 
cal deterioration. Spiritual power is the only 
cure. No person has the power within himself 
alone to attain victory over base impulses and 
trends of thinking. 

My patients have been considerate of me 
since I resumed work. This has caused me to 
reexamine my own attitude toward people and 
to appreciate the fact that people are nicer than 
I gave them credit for being. All that most peo- 
ple need is an even break in life or maybe just 
a little encouragement and they will meet you 
more than half way. They will go beyond the 
first mile gladly. I have certainly learned to 
appreciate my fellow man much more and seek 
in return to be more considerate of him. 

When a person is handicapped in one way it 
can easily be a blessing in other ways, if he 
can avoid vain regrets about what he feels 


would have been a better way of life. Who is 
all wise enough to know what is really best as 
a way of life for himself? With more leisure 
time one can meditate and re-evaluate life situ- 
ations and figure out how to be more useful. 
When I was busy all the time it was easy to 
put the children off and say “some other time.” 
Now the feeling is “this is the time, it may be 


Many individuals are born nervous or tense 
and there is not much they can do about it. 
These are the ones who are most likely to be- 
come afflicted with such things as peptic ulcer, 
hypertension and strokes and who also may 
have coronary heart attacks. Biochemical 
mechanisms may hold the answer to some of 
these problems, and I mean primarily the con- 
trol of the emotional factors which I believe 
are the basic factors in producing the end re- 
sults which can be seen under the microscope, 
as well as clinically. What good can come of 
this conclusion? One is in position to help such 
people choose as widely as possible the kind of 
life he will lead so as to be spared stressful 
conditions as much as possible. When we see 
young people with this high strung makeup we 
should urge them to seek and follow a quiet 
way of life. When any of the catastrophic con- 
ditions occur—such as a coronary—it means 
a marked revision of one’s life. This is very 
difficult to become reconciled to because battles 
against lifelong patterns of thought have to be 
fought over and over again. We who have had 
to face such find that it is easy to feel left out, 
to feel sorry for ourselves, to waste time and 
energy in useless regrets and succumb to envy 
and jealousy of those who are able to produce 


Summary 


the only time.” So it is in other relationships. 
Material things certainly are not “first things.” 
Of course they are important and necessary, 
but if one can rebuild a full life, material things 
somehow are taken care of. This realization 
does not come easily, however, and there are 
many bleak periods in one’s readjustment as 
mentioned before. 


more, who can send their children to college, 
who can provide other means of material se- 
curity. 

When one is able to cope successfully with 
the aforementioned circumstances then he be- 
gins to mature toward the goal which is ex- 
pressed most succinctly by St. Paul in Phillip- 
pians 4:11-12: “Not that I complain of want; 
for I have learned, in whatever state I am, to 
be content. 1 know how to be abased, and I 
know how to abound: in any and all circum- 
stances I have learned the secret of facing 
plenty and hunger, abundance and want.” 

I think I know many people who have at- 
tained such maturity. I find that I have not 
yet done so completely but I am striving to- 
ward this goal so that I may be able to live 
the next verse and say in truth “I can do all 
things in Him who strengthens me.” We must 
learn to live by the clock and revise all activi- 
ties to suit the degree of recovery which each 
of us as a particular individual attains. When 
these readjustments are finally made, and it is 
not easy, then the individual begins to see how 
he can still live a good life and a useful one 
for himself, his family, and all others he has 
dealings with. 

Clinic Building, Commerce Street 
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MEDICAL CONFERENCE 


First Case: 


Hereditary 
Hemorrhagic 
Telangiectasia 


Second Case: 


Sarcoidosis 


D. WILLIAM Dock (CHAIR- 
MAN): The first patient will be presented by 
Dr. L. Villadolid. She has severe nosebleeds 
due to heredity hemorrhagic telangiectasia. 


CASE ONE: MRS. M. D. 
Severe Nosebleeds due to Hereditary 
Hemorrhagic Telangiectasia 
Presentation: Dr. L. Villadolid 
Discussion: Dr. J. Stolfi 


Dr. VILLADOLID: The patient for presenta- 
tion this morning is a 34-year-old white woman 
admitted October 14, 1957, because of a se- 
vere nosebleed. Present illness dates back to 
when the patient was eight-years-old and be- 
gan to have nosebleeds once or twice a day. 
These have become much more severe during 
the last eighteen months. The patient has be- 
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come increasingly nervous and upset by the 
repeated episodes of bleeding. She has not had 
hematemesis, anemia or hematuria. Her father 
and an eleven-year-old daughter also have 
nosebleeds. 

Two years earlier this woman had her first 
Kings County Hospital admission for anemia. 
She was treated with iron. She had her first 
blood transfusion one year ago, and she has 
received several transfusions since then. Her 
nasal septum has been cauterized about eleven 
times. For eight years the patient has been 
having epileptic seizures grand mal in type, 
variable in time of occurrence. Her last attack 
was in July, 1957, just before delivery of her 
fourth child. She is now receiving Dilantin and 
phenobarbital. There is no other epileptic in 
the family. She has been having migraine-type 
headaches located in the occipital and tempo- 
ral areas and lasting about a week for the past 
three years. 

On physical examination the patient was 
found to be fairly developed, slightly under- 
nourished and markedly pale. Bright red 
telangiectasia, pinpoint to stickpin size, were 
found in the skin of her face, chest, back, up- 
per limbs, nasal septum and buccal mucosa. 
Numerous freckles were noted all over the 
chest and back and all extremities. The fundi 
were pale, and some hemorrhages were noted. 
There was a soft blowing systolic murmur. 
The liver was palpable four centimeters be- 
low the right costal margin. It was firm, 
smooth, and had a sharp edge, Spleen not felt. 
No other skin hemorrhages or lymphadenop- 
athy were noted. 

Blood presented the picture of a hypo- 
chromic microcytic type of anemia. The hemo- 
globin ranged between two and ten grams. The 
reticulocyte count was between one and seven 
percent. Liver function tests were normal. 
EEG which was taken in 1953 and repeated 
during the present admission showed a border- 
line record which was essentially similar to that 
taken in 1952. 


From the State University of New York, Downstate 
Medical Center, Kings County Hospital Center, Brooklyn, 
New York. 
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Dr. Dock: Is there an x-ray film of this 
patient? 

ROENTGENOLOGIST: The chest x-rays of the 
abdomen were essentially negative. We have 
this one on the frontal view of the skull. We 
see this area of increased density projected 
over the cephalic area; however, there is no 
evidence of this on the lateral, and while a 
repeat examination was requested, it was not 
done. 

These films were taken in 1952. These are 
not current films. 

Dr. STOLFI: This woman presents a typical 
picture of a disease that was so beautifully de- 
scribed by Osler. She has hemorrhages; we 
have definite evidence of a hereditary factor in 
the family; and she has the telangiectasiae. 
There are both types: spider telangiectasia and 
dilated capillaries. The most impressive one is 
the one you can see easily in her nose. The 
best description I can give is that it seems so 
friable that one fears that merely looking at it 
too long might make it burst. These lesions 
usually have one layer of epithelium. The 
slightest trauma, the slightest emotional upset, 
or simply bending her head in the morning 
might make it bleed. Sometimes it bled twice 
a day. On several occasions she practically ex- 
sanguinated. This is not an unimportant prob- 
lem for her or her doctor. It is very difficult 
to control. Her father has the disease and so 
has her daughter. The father had his nose 
operated upon and did so poorly, and bled so 
much post-operatively, that he advised his 
daughter that if anyone suggested surgery not 
to accept it. We don’t even dare mention it 
on the ward. 

The problem here, of course, is not diag- 
nosis. I don’t know of any other diagnosis you 
could consider. The lesions are very character- 
istic, as is the bleeding, the anemia, and the 
family history. If one did entertain diagnoses 
such as hemorrhagic diseases, or blood 
dyscrasias, the absence of findings in the ster- 
nal marrow and peripheral blood as well as 
the normal bleeding and clotting time certainly 
would make those diagnoses untenable. There- 
fore, the problem is treatment. 


Before I go into that, there are two other 
interesting factors in this patient. One is the 
epilepsy. She had it relatively late in life. She 
gets grand mal seizures. A peculiar aura is ex- 
perienced three days before she has the attack. 
She found that by putting ice in back of the 
neck and on her nose and chest it sometimes 
will decrease the severity of the attack. That, 
plus the fact that she has this odd disease, 
makes me feel that she probably has lesions 
of the same type in the brain. I don’t know 
how we can prove it. Certainly this lesion seen 
on x-ray, which may be an artefact, should be 
pursued further. That was discovered, I no- 
ticed, in chart, in 1952. There had been no 
additional studies done. She has done very well. 
I doubt very much that it is an expanding type 
of lesion. It may be an artefact, but those 
x-rays certainly should be repeated. 

Another interesting thing about her is her 
liver. It is definitely enlarged. Cirrhosis has 
been described in these people. This girl drinks 
more than she should. However, the possibility 
of dilated capillaries in her liver must be enter- 
tained. Unless the situation demanded it, I 
woudn’t do a liver biopsy. I can’t think, as I 
I stand here, of any particular reason to do 
one. 

As far as the treatment is concerned, many 
procedures have been suggested. This girl has 
had several of them. Of course the treatment 
of the acute illness is to stop the bleeding in 
the nose, which she has managed to do very 
well by herself. Interestingly enough, she states 
that whenever she comes into a hospital the 
first thing they want her to do is lie quietly, 
and the minute she puts her head down to do 
so, the blood gushes into her throat. Half chok- 
ing to death, she finds it better to sit up, which 
seems to me the most logical position for her 
to be in. She has found that if she allows the 
blood to drop out of the nostril, the bleeding 
will come more quickly under control. 

Treating her is very difficult. She is a pleas- 
ant enough woman, but as I said, she drinks 
excessively, and she doesn’t come to the clinic 
as often as one would like her to. I don’t know 
if we could prevent the bleeding if she did. 
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She usually comes in when the hemoglobin is 
below two grams or so, as she did this time. 
She has been treated with cautery several times. 
She has had chemical cauterization, electro- 
cauterization, and didn’t do well. Recurrent 
bleeding is apt to occur. I certainly think that 
she should grease her nose once or twice a 
day with some mineral oil; perhaps that would 
make it less apt to burst open. A simple pro- 
cedure like that may help prevent bleeding. 

Radiation therapy has been used, and re- 
cently, as most of you know, large doses of 
estrogen have been suggested. I think that 
those methods should be tried before anything 
more drastic is proposed. Dr. Lichtman has 
followed her in his clinic, and if he has any re- 
marks to make to supplement those we already 
have, I wish he would so. 

Dr. Dock: We don’t have any Kodachromes 
of this patient’s lesion? 

Dr. STOLFI: No pictures. 

Dr. Dock: She presents a good standard 
textbook picture of this disease and has a good 
family history of it for three generations, so 
there is no doubt at all about the diagnosis. 

Dr. Grace, it is a skin disease no doubt. 
What would you do for this nasal lesion in your 
patients with this type of skin disease? Do you 
use electrocoagulation or what do you do for 
them? 

Dr. Grace: What this is, is a part of the 
skin which the dermatologist doesn’t consider 
at all. His work stops at the nasal fold. 

Dr. Dock: Do you use electrocoagulation? 

Dr. Grace: Yes, you may use one of two 
procedures. You may use the electrolysis 
needle with very still and skilled hands. You 
can insert the very tiny electrolysis needle with 
some direct current behind it right into the 
lumen of the blood vessel. Use one milliampere 
of current for about a minute, and you will 
close up that vessel without leaving a scar at 
all. If you are not quite as skilled as that, 
then that will also leave a scar. 

Dr. Dock: Well, inside the nose the scar 
wouldn't be very harmful. Theoretically, these 
could all be treated this way, couldn’t they? 
Dr. Grace: Yes, I think so. 
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Dr. Dock: We don’t have an otolaryngoio- 
gist here today to guide us in what to do. This 
sounds like a difficult problem. 

Dr. Grace: It certainly does. 

Dr. Dock: If you stop up these little arteries 
from bleeding by coagulation, you ought to be 
able to get a nasal mucosa which would not 
keep on leaking. But in this patient's case it 
couldn't be done. 

Dr. STOLFI: In this patient’s nose, almost 
the whole septum is involved. The closest de- 
scription I could picture for you, it looks like 
a fresh ripe strawberry cut in half. 

Dr. Dock: Does the lesion go back over 
the bony septum? 

Dr. STOLFI: As far as we can see, it involves 
the whole septum and extends quite far up. 
Descriptions from four or five otolaryngolo- 
gists haven’t been very good. They can’t tell us 
just how far it extends. We asked them to see 
her again. They are upset when we do. They 
feel they can’t do very much for her. 

Dr. Dock: Does she bleed from the both 
sides? 

Dr. STOLFI: Mostly from the left, I believe. 
But she does bleed from both sides. 

A PuysiciAN: We have a number of these 
patients. Some have pulmonary lesions. Bleed- 
ing of the nasal mucosa has been very difficult 
to control even by electrocoagulation. We also 
had one patient in whom the bleeding was 
from the penis. It was treated by electrocoagu- 
lation. For several months everything went 
smoothly and then it started bleeding all over 
again. It is a very unsatisfactory kind of treat- 
ment. We have used the estrogens, cortisone, 
and everything else which has been recom- 
mended, and none of these things seems to be 
very good. I would like to point out, however, 
that this is a systemic disease, not really a skin 
disease, because it may occur in all organs of 
the body. I think the other thing is that one 
can’t definitely rule out lesions in her lungs. 

Dr. Dock: It showed in the diaphragm as a 
shadow. The shadow is obscured by the dia- 
phragm. In these patients I think the cranial 
lesions and lung lesions are the two common- 
est causes of visceral trouble. 
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There are certain patients who have enor- 
mous numbers of lesions in their livers. They 
don’t have telangiectasia in the skin with it. 
One such patient had symptoms from it, one 
we know about here in Brooklyn, New York, 
because the patient has an enormous number 
of hemangiomas which look just like birth- 
marks. 

A Puysician: I have a friend here who ordi- 
narily makes holes in people’s heads. He also 
on occasion can be persuaded to do an angio- 
gram. It might be helpful here. 

Dr. Dock: Yes, here is a patient who has 
epilepsy and while it isn’t getting worse in the 
presence of telangiectasia, a cerebral angio- 
gram certainly would be indicated. I’m sur- 
prised the radiologist didn’t ask for it specifi- 
cally. 1 would rather get other films first and 
leave it up to the neurosurgical service and 
neurology service to ask for the angiogram. 
She has had neurological study. 

A PuysiciAN: But there is a more practical 
method which I didn’t hear mentioned, and 
that is to use a stethoscope and listen over the 
skull to see if there is bruit. The lungs also 
should be examined. 

Dr. Dock: I think what you are worried 
about is that the patient doesn’t hear any roar- 
ing in the head. The doctor isn’t very likely 
to, but when a patient does hear roaring in 
the head, it is a wise thing to put a stethoscope 
on the skull and listen, and if the doctor hears 
it, it is not a figment of the patient’s imagina- 
tion. This happens when aneurysm may be 
present inside the skull. Patients may be used 
to it, but when you ask them they say, “I may 
hear water running,” or something like that. 
Then put your stethoscope on the skull and 
it is audible. 

Dr. LIGHTMAN: I think it is worth comment- 
ing on the bleeding of these patients, which is 
probably worse than any other bleeding dy- 
crasias. More of these patients bleed to death 
than patients who have hemophilia. There is 
a reportvdfone patient who exsanguinated 
herself from bleeding of a lesion on her scalp, 
which she had clipped with her comb. There 
was another report about a patient who could 


bleed a pint and a half of blood from a nose- 
bleed within an hour. 

A point about the treatment worth mention- 
ing is that the angiomas which you see are 
not necessarily the lesions which bleed, so that 
you may eliminate the angiomata by cauteriza- 
tion and then the mucous membrane right 
next to it will bleed just as rapidly as it did 
before. Bleeding will occur in childhood in 
this disease when no angiomata can be seen. 
It may stop during puberty, and then the 
angiomata will develop in the third or fourth 
decade of life. However, the bleeding takes 
place during childhood and early adulthood. 
The reports on the use of electrocautery, 
freezing, radium, x-ray, are very controversial. 
As I look at it, they don’t offer very much 
because in the scar around the cauterized area 
many satellite angioma will develop. As I said 
before, they will bleed anyway. The gastro- 
intestinal tract seems’to be a very common 
place for bleeding, and some of these patients 
are considered to be instances of gastritis or 
bleeding peptic ulcer not demonstrated on 
x-ray, when finally, after several admissions, 
someone notes the lesions on the lip or else- 
where; and I guess the only way to treat them 
is with the ulcer regime, hoping to remove any 
irritation. 

The bleeding in these patients is, in eighty 
percent of the times, from the nose, and this 
girl is classical. In that regard, local measures 
are very often helpful. This girl is quite ir- 
responsible. About all we can do for her is 
to catch her before she gets down to two grams 
of hemoglobin and feed her some iron or give 
her transfusions. She comes in practically in 
collapse each time. 

Dr. Dock: The lesion is in the walls of the 
blood vessel, I believe. 

Dr. LiCHTMAN: The blood vessels don’t 
retract. The vessels are lined with a single line 
of epithelium. The muscularis and elastic tissues 
are almost completely gone. 

Dr. Dock: The patient has come to let us 
see her today. She is not as pale as usual. 
Thank you very much for coming here today. 
Have you had a nosebleed in the last 24 hours? 
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PATIENT: This morning. 
Dr. Dock: This morning. So you came back. 
Your heart is pounding pretty hard. You better 
sit down a moment here. You got it when you 
were leaning over to wash your face this 
morning? 

PATIENT: Yes. 

Dr. Dock: The total number of her visible 
lesions is small . . . Thank you ever so much 
for coming to the conference. 

PATIENT: Thanks a lot. 

Dr. Dock: I think we better go on to the 
next patient, who will be presented by Dr. 
Goldberg. 


CASE TWO: Mr. H. W. 


Sarcoidosis 
Presentation: Dr. P. Goldberg 
Discussion: Dr. C. Hamilton 


Dr. GOLDBERG: This is the case of a 23- 
year-old Negro male who entered Kings County 
Hospital for the first time on August 9, 1957, 
complaining of shortness of breath of two 
weeks’ duration. Present Illness: The patient 
had always enjoyed good health until six 
months ago when he developed a non-produc- 
tive cough which was complicated two weeks 
prior to admission by dyspnea on exertion and 
moderate weakness. 

Past History: Patient denied tuberculosis, 
rheumatic fever, allergy, convulsions, hemopty- 
sis, heart, lung, or kidney disease. 

Family History: Father died of cancer of 
the stomach at age of fifty. Mother, sister and 
brother are well. 

Patient was born in Brooklyn and has never 
traveled outside the Greater New York area. 
The patient is a television-set tester. He smoked 
one package of cigarettes daily until he de- 
veloped this cough. He drinks whiskey on oc- 
casion, but never to excess. 

Physical Examination: Pulse on admission 
was 96, blood pressure 130/80, respiration 20. 
Patient was a thin, Negro male who was in no 
acute respiratory distress on admission. Tem- 
perature on admission was 101. Positive find- 
ings: he had a discrete, non-tender, freely 
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movable pea-sized node at the posterior cervi- 
cal region bilaterally. He had marked clubbing 
of fingers and toes with cyanotic nailbeds. In 
the lungs, widely scattered rales were heard. 
They were moist rales. There was no dullness 
on percussion. The excursion of the chest was 
equal and symmetrical. In the examination of 
the heart regular sinus rhythms with no mur- 
murs and no cardiac dilatation were noted. 

Laboratory Findings: Skin test, first and 
second strength, for “PPD” was negative. His- 
toplasmin and coccidioidin tests were negative. 
A liver biopsy was done on August 21. The 
histological description was as follows: the 
lobar architecture was preserved. There were 
small foci of proliferation of histiocytes scat- 
tered throughout, partly in periportal areas and 
partly around the bile canniculi. No distinct 
granulomata with epithelioid cells or giant cells 
were noted. The described changes are said to 
be consistent with the early stage of sarcoidosis. 
On August 29, 1957, a cervical lymph-node 
biopsy was done. The pathological report stated 
that: “The lymph node exhibits granulomata 
composed of epithelioid-like cells. Some of the 
nodules shown showed central necrosis of the 
fibrinous type. No caseation was observed.” The 
microscopic diagnosis was sarcoidosis of the 
lymph nodes, and a note was added that tuber- 
culosis could not be entirely excluded. On 
August 27 the patient had a pulmonary-func- 
tion study done, and the one abnormal finding 
was a reduction in the patient’s vital capacity 
which was fifty percent of the predicted. The 
pulmonary-function test revealed a severe re- 
strictive defect. EKG showed a right axis devia- 
tion. Urine was negative. Hemoglobin 12.8, 
white blood count 9,700, blood chemical tests 
were normal. Liver-function tests showed a 
persistent elevation of the alkaline phosphatase 
as well as the globulin. The total protein was 
always within normal limits. Blood culture was 
negative. STS was negative. Cultures of gastric 
washings have not been recorded. 

The patient ran a low-grade temperature un- 
til five days prior to discharge, when his tem- 
perature reverted to normal. He was discharged 
on September 4 to Chest Clinic on INH and 


1031 


t 


pyridoxin. He was in very good health on 
leaving the hospital. 

Dr. Dock: Thank you very much. Now, 
there must be a lot of films on this patient. 

ROENTGENOLOGIST: This is the initial film 
on admission, which shows a rather diffuse but 
asymmetrical fibro-nodular infiltration of both 
lung fields, which seems to be a little more 
marked on the right chest. There is some in- 
crease in the hilar markings which would be 
consistent with hilar lymphadenopathy. The 
x-rays of the hands and feet show no evidence 
of any bony involvement. The fluoroscopic ex- 
amination of the chest and esophagrams show 
no evidence of any cardiac enlargement. There 
was no involvement of the esophagus. Repeat 
studies almost three weeks after admission 
showed very little change, practically no change 
from the initial findings of the chest. The find- 
ings in the chest have to be considered from 
the point of the differential diagnosis between 
the possibility of a miliary tuberculosis or sar- 
coid. There is also the slight possibility of a 
lymphoma with pulmonary infiltration. 

Dr. Dock: Thank you very much. Dis- 
cussion will be opened by Dr. Hamilton. 

Dr. HAMILTON: We are dealing with a dis- 
ease which is very diffuse and can scatter all 
through the body just as the disease you pre- 
viously were discussing. All organs in the body 
can be involved; particularly you find the skin, 
the liver, the lymph nodes, the spleen, the 
lungs, sometimes the mucosa of the gastro- 
intestinal tract or bronchial tract, sometimes 
the central nervous system, occasionally the 
heart and kidneys. 

Now, you see, this bespeaks the very differ- 
ent types of this disease which are found. Most 
of these patients are picked up in dermatology 
departments or in pulmonary-disease depart- 
ments. The presenting symptoms generally are 
very few. The majority of them will come in 
with a skin lesion to see the dermatologist, or 
they will be picked up on a routine chest x-ray 
survey. Occasionally a patient will be sick with 
the disease and come into the hospital as this 
patient did. The symptoms are generally 
dyspnea, loss of weight, and weakness. Occa- 
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sionally they will present findings of erythe- 
matosus or various types of arthritis. Now, in 
a disease which has so many manifestations, 
it is very difficult to give a precise etiology. 
Sarcoid has been looked upon as an allergic 
non-specific tissue reaction presumably due to 
infections, trauma, and protozoa; it has been 
looked upon and known to occur following 
benign or malignant neoplasms. So you see 
there are a great many factors involved in this 
particular syndrome. The diagnosis is sus- 
pected chiefly by finding more than one mani- 
festation of the condition within the body, 
namely by finding it in two or more tissues or 
organs, and finding the characteristic epithelioid 
tubercle. These differ somewhat in most in- 
stances from the tuberculous tubercle. They 
apparently do not caseate. They will degen- 
erate in the center. Most of them will go on 
through healing. They heal by forming a non- 
specific type of hyaline fibrosis. 

As I have said, the diagnosis is established 
by finding this condition in more than one tis- 
sue or organ of the body. Usually by exami- 
nation of a lymph node, by a piece of tissue in 
the skin that is involved, by a liver or lung 
biopsy. Strangely enough, in this condition 
while the liver is very frequently involved as 
is also the spleen, these organs are very rarely 
enlarged to any extent. Also it is unusual in 
this condition to find involvement of the serous 
membranes particularly the pleura. Despite ex- 
tensive pulmonary involvement it is very un- 
usual to find pleural effusion or later evidences 
of pleura fibrosis. 

The disease occurs more frequently in women 
than in men, usually in the age group of twenty 
to thirty-five. We see it in Kings County Hos- 
pital predominantly in those of the Negro race. 
The diagnosis is not helped by making skin 
tests. I would say here that in about thirty to 
fifty percent of these patients, one will get a 
positive tuberculin reaction. This percentage 
can be greatly increased if one fortifies the 
tuberculin with cortisone. We find, therefore, 
that a negative or positive tuberculin test isn’t 
of great help in reaching the diagnosis. Ex- 
amination of tissue, or possibly doing the 
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Nickerson-Kveim test is of some help. In this 
test an extract from an involved gland is in- 
jected intradermally and subsequently a tubercle 
will form in that tissue. It may take one to 
four weeks for this to occur. The nodule may 
then be removed and examined under the 
microscope and the typical lesions discovered. 
There has been a lot of discussion over the 
years as to whether or not this represented an 
atypical form of tuberculosis. 

In the presence of Dr. Dock, I hesitate to 
say what my opinion is, but I do feel it is 
an atypical form of tuberculosis. As I men- 
tioned before, there are other thoughts on the 
matter but until a definite etiology has been 
found varying opinions of its nature will pre- 
vail. When we do find the etiology for these 
cases it immediately takes them out of the field 
of conjecture. 

Some of these patients have had tuberculosis 
previously and here some of them will be found 
at the time sarcoid is found in glands or in 
bronchial mucosa. The patient may have evi- 
dence of tuberculosis with positive sputum or 
gastric washing. Apparently the correlation of 
these findings will not exclude sarcoid. The 
fact that you get a response to cortisone should 
not indicate the disease is sarcoid in preference 
to some of the forms of tuberculosis. Nor 
would the fact that you do not get a response 
to the streptomycin and PAS, rule out the like- 
lihood of sarcoid or tuberculosis. 

Most of these patients will get well over a 
period of time. They will have remissions. The 
patients who are most apt to have the remis- 
sion are those in whom the disease is discovered 
first on x-ray examination in the hilar glands. 
They may at times have the tracheo-bronchial 
glands involved, and it is not uncommon to 
get involvement of the supraclavicular glands 
only on the right side. The patients who when 
first presenting show only the glands of the 
mediastinum involved have a good prognosis 
for remission. Those who when first seen show 
the glands and the pulmonary infiltration, or if 
they show pulmonary infiltration and have a 
previous history of having had the glands in- 
volved also have a good prognosis. Those, 
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however, who come in with extensive infiltra- 
tion without any previous record of having 
had this condition with a remission do not have 
a very good prognosis. It is strange in this con- 
dition in which we invariably look for bone 
lesions particularly in the terminal phalanges 
of the toes and fingers, that they are very rarely 
found. Strangely those changes are more fre- 
quently found when the disease is manifested 
in the skin. The combination of the skin lesion 
and the bone lesion appears to be quite 
common. 

As to treatment, naturally we have no spe- 
cific therapy for the disease. Our program of 
treatment is to support our patient for a period 
of time until the natural remission of the dis- 
ease can occur. In the line of supportive 
therapy we use many times the nicotinic acid 
derivatives, streptomycin, PAS, and also the 
various forms of cortisone and ACTH. The 
thought generally is that if the patients do not 
respond to the ACTH or cortisone therapy 
within one to two weeks, you will not get a 
favorable response by prolonged use of these 
drugs. I think I have covered just about every- 
thing. 

Dr. Dock: Then most of your patients are 
not treated with cortisone. They are treated 
by general systemic good care, and you use 
cortisone only when they have severe dyspnea, 
for example? It helps out. 

Dr. HAMILTON: That is right. 

Dr. Dock: And most of them are not put 
on antituberculosis therapy, at least not as a 
routine? 

Dr. HAMILTON: Not as a routine. If we 
don’t get a response to ACTH and cortisone 
in a reasonable time then we will try antituber- 
culous therapy. I might add most of these pa- 
tients die from the extensive pulmonary in- 
volvement or from actual involvement of the 
heart with heart failure, or as the result of the 
development of an acute pulmonary tuber- 
culosis. 

Dr. Dock: Do you think that tuberculosis 
develops more often in patients with sarcoid 
if they are brought in a tuberculosis ward? This 
is one of the crucial problems. 
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Dr. HAMILTON: It is, and it is very hard 
to take a stand one way or the other. I person- 
ally don’t feel the exposure that they have in 
the tuberculosis hospital contributes to the de- 
velopment of the disease. There is very strong 
support to the other thought. 

Dr. Dock: There are two points. One is 
that benign tuberculosis may become malignant. 
The other one is, it is like Hodgkins disease 
unrelated to tuberculosis predisposing or low- 
ering resistance, and no one has really settled 
this question. 

Dr. HAMILTON: That is right. 

Dr. Dock: There used to be a legend that 
plasma or serum from a patient with sarcoid 
infiltrated into the skin of somebody with a 


positive tuberculin would produce a negative 
tuberculin in that area. Is that thing confirmed? 

Dr. HAMILTON: No, but the thought still 
holds. 

Dr. Dock: People think there is something 
in this, that they have a blocking antibody for 
positive tuberculin. 

Dr. HAMILTON: That is correct. 

Dr. Dock: That when you give cortisone 
you overcome the block? 

Dr. HAMILTON: That is it. That is why the 
negative tuberculin test is not looked upon as 
being conclusive. 

Dr. Dock: Thank you ever so much. I’m 
sorry we don’t have more time to continue this 
discussion. 


THE CLINICAL USE OF HYPOTHERMIA FOLLOWING 


CARDIAC ARREST 


“Four patients with cardiac arrest occurring outside the 
operating room area are reported. Cardiac massage was in- 
stituted within four to six minutes. All patients exhibited 
signs of severe neurological injury and were treated promptly 
with hypothermia (30 to 34° C.) which was maintained up 
to 72 hours. Three patients recovered completely; the resid- 
ual neurologic defect of the fourth is of moderate severity. 
The beneficial effect of hypothermia is thought to be in the 
reduction of cerebral swelling. Similar patients treated with- 


out hypothermia have rarely survived.” 


G. RAINEY WILLIAMS and FRANK C. SPENCER 
Annals of Surgery, September 1958 


MEDICAL TIMES 


. 
A 
? 
i 
034 


eh may be defined as mu- 
tilation of the body by which pigments are 
introduced into the skin. Tattooing may be 
accidental in nature but the great majority of 
tattoos are performed deliberately. The term 
tattoo comes from the word Tattow which is a 
Polynesian word and was brought back to 
Europe by Captain Cook after his first voyage 
in 1796. He noted that “both sexes paint their 
bodies, tattow as it is called in their language. 
This is done by inlaying the color under their 
skins in such a way as to be indelible.” 

The origin of tattooing is still buried in an- 
tiquity. Just how it was first discovered re- 
mains unknown. I suspect, however, that as a 
result of injury to the skin, keloids formed, and 
some individual saw the possibility that by de- 
liberately injuring the skin, keloid cesigns could 
be developed that would ornament the body. 
The use of keloid formation as a method of 
tattooing still exists amongst the Aborigines. 
It is also likely that someone had discovered 
that irritating the injured area by rubbing in 
foreign material enhanced the keloid formation. 
In all likelihood, also, it was found that the 
material that could be placed in these wounds 
often would reflect the pigment of the insulting 
material. Thus, it became possible for the in- 
dividuals not only to have a keloid design on 
the body but also to have colors involved in the 
keloid formation. The original tattooing was 
done with sharp stones and instruments in which 
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TATTOOING. 


JOHN F. BRIGGS, M.D., F.A.C.P., F.C.C.P. 


St. Paul, Minnesota 


cutting actually took place rather than puncture 
of the skin. It was soon apparent that simply 
puncturing the skin would produce the same 
effect as obtained by lacerating the skin. 

Tattooing has been found in mummies 
since 2000 B.C. and tattooing was known to 
have existed amongst the Incas as long as 1100 
B.C. Tattooing spread through the world and 
reached its popularity amongst the Polynesians. 
From here, tattooing swept throughout the civi- 
lized world. That tattooing existed in prehis- 
toric time is also recognized in the fact that 
many of the ancient religions prohibit tattooing. 
Tattooing was brought into the known civilized 
areas of the world by members of voyages of 
discovery. As a result, tattooing became popu- 
lar and in the latter part of the last century and 
the early part of this century, tattooing was a 
socially accepted custom. Men and women had 
their own personal tattoo artist as well as their 
own personal tattoo parlors. Field Marshal 
Montgomery, still carries a butterfly tattooed 
on his hand, and the King of Denmark is cov- 
ered with tattoo marks. 

Why tattooing should have lost its social ac- 
ceptance is difficult to understand. In all like- 
lihood, it fell into disfavor because of the very 
frequent appearances of tattooing amongst the 
criminal class, the prostitutes, and many of the 
emotionally disturbed people. Tattooing re- 
mains endemic but sweeps to epidemic propor- 
tions during times of stress and strain, particu- 
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larly when large groups of people are thrown 
together as during wars. Each war finds an 
increase in the number of people who are tat- 
tooed, an increase in the number of people who 
are engaged in the practice of tattooing, and 
an increase in the number of tattoo parlors. 
Between such epidemics of tattooing, however 
the tattoo artist depends upon the occasional 
person who is desirous to be adorned. 

The methods of tattooing have varied during 
the many years. In all likelihood, the first tat- 
toos followed the injuries to the skin by the 
use of sharp pointed rocks. These were used 
either to scarify the skin with linear markings 
or by puncturing the skin. As time went on, 
groups of needles were placed upon a block, 
and the tattoo artist would then moisten these 
needles with saliva and then dip the needle into 
the pigment. By a quick pounding movement 
of his fingers, he punctured the skin and thus 
introduced the pigment. These methods were 
anything but hygienic. Later, electric tattoo 
machines were developed, vibratory movements 
would produce the injury to the skin and the 
pigments were thus introduced by electrical 
methods. 

The men who did the tattooing could be clas- 
sified in two groups, the amateur and the pro- 
fessional. The amateur tattooer was the person 
who because of an inherent interest in tattooing 
and some artistic sense was able to copy de- 
signs and place them upon individuals. As 
time went on, he either became so proficient 
in the art of tattooing that he became a profes- 
sional and established himself in an office, or 
he remained an amateur. The professional tat- 
tooer, having developed the art to a higher de- 
gree of perfection, had apprentices to whom he 
taught the art. As they finished their courses, 
he furnished them with diplomas, and they too 
became known as tattoo artists. There are a 
great many famous tattoo artists, particularly 
in the Japanese Islands. Here, tattooing 
reached a high degree of perfection. Among 
the many American tattooers, men such as 
Charlie Wagner, Bob Wicks, Frank Graff, and 
others were famous in their art. These men 
looked upon their art as being a profession. 
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One such, was a young man who enlisted 
in the Armed Forces during the Spanish Amer- 
ican War and was assigned to the Philippine 
Islands. While there, he became interested in 


tattooing, and he decided that he would become 


a “Professor.” He had been trained to do paper 
hanging in Brooklyn and often designed his 
own wall paper. He copied many of the tat- 
too designs that he saw and placed them on a 
panel so that his customers could select the 
design they desired. He also made many of 
his own designs and today many of these sam- 
ples are hanging in tattoo parlors. These 
samples arose through the ingenuity of “Lou 
the Jew.” The designs may be in the form of 
a transparent, and if so, the “Professor” simply 
transfers the design to the skin, and fills in the 
various colors. The free hand tattooer can tat- 
too beautiful designs without a skin design. 
The transparents are still present today. They 
may be found in confectionery stores where 
children buy them, wet them, place them on 
the arm and remove the paper; the result is a 
temporary tattoo. 

The motivation for tattooing is difficult to 
understand. Originally, tattooing was not only 
a form of ornament, but it was associated with 
many tribal and religious rites. Tattoos were 
used by the ancients not only to adorn the body 
but also for identification and thus we see tat- 
too marks that distinguish the individual as to 
his family, to his tribe, to his occupation, his 
religious beliefs, and the like. Tattooing was 
used as a means to defend the individual against 
evil spirits and to invoke good will of the gods. 
Tattoos often were associated with religious 
rites, the rites of puberty, adolescence, virgin- 
ity, marriage, etc. The warriors often had 
themselves tattooed in order to make them- 
selves ferocious and thus discourage their 
enemies from attacking them. 

The motivation gradually changed. In the 
early voyages of explorers and the occupation 
forces of conquering nations, the adventurers 
often had themselves tattooed to commemorate 
the voyages or the period of occupation. After 
a number of years, sailors returning from the 
Far East, would come to their original port 
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and would now have their bodies decorated 
with tattoos of the areas visited. On the long 
voyages home, many members of the crew who 
had not been tattooed desired to be covered 
with tattoos, and the amateur tattoo artist would 
then transfer to the new members of the crew 
copies of the tattoos. Armies of occupation 
would return home from various parts of the 
world and they too would be covered with tat- 
toos. Other young soldiers in order to identify 
themselves with the adventurers would also de- 
sire to be tattooed. Young sailors on their first 
long voyages in order to emulate the old tars 
would permit themselves to be tattooed. As 
a result many of the designs were brought back 
to the old world and tattooing became popular. 

It is difficult to categorize all of the motives 
for tattooing and it is difficult not to have the 
motives overlap. The following motives are 
common: 

1) FarrH. These individuals are tattooed 
with religious motifs, such as the Lord's 
Prayer. They often have the head of Christ 
tattooed on their body, or not uncommonly, a 
crown of thorns tattooed on their scalp. One 
individual has the picture of Christ tattooed on 
his bald head with the fringe of hair as Christ’s 
beard. Some have a Rosary as the tattoo. 

2) Events. The tattoo is remembrance of 
an event. These tattoos usually commemorate 
some particular event in the individual’s life 
such as the Marine Corps insignia with Gua- 
dalcanal and the year tattooed under it, a sink- 
ing ship and the date on which it sank. Such 
motives are easily recognized. 

3) Erotic. Erotic tattoos are many in num- 
ber. They are particularly significant because 
they frequently signify latent homosexualism. A 
female nude on the forearm placed in such a 
way that movements of the fingers makes the 
tattooed lady dance is a common form of erotic 
tattooing. The juxtaposition of a nude male 
and female body so that movement of the arms 
would produce coital movement in the tattooed 
figures is common. There are many bizarre 
and erotic tattoo marks, all of them easily rec- 
ognized and the motive easily understood. 

4) Exnuisition. Exhibition is of two types. 
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First, the professional exhibitionist, such as the 
tattooed lady, the tattooed man, the tattooed 
family. These individuals are universally tat- 
tooed and exhibit themselves in side shows as 
“Freaks.” The tattooer himself is often covered 
with tattooes in order to exhibit the types of 
designs that he will place on his patrons. The 
amateur exhibitionist is not uncommon, and 
loves to exhibit himself because of the inherent 
pleasure it gives him. 

5) THERAPEUTIC. This type of tattooing is 
done in order to conceal scars and other types 
of bodily disfigurements. Such tattoos are easily 
understood. 

6) HOMOSEXUAL. Homosexual tattooing 
may be overt, just as erotic tattooing very fre- 
quently suggests latent homosexualism. Tat- 
tooing is very common in the overt homosexual. 
The male prostitute may have his boyfriend’s 
name tattooed on his arm or a pierced heart 
with his name and his boyfriend’s name en- 
scrolled in the heart. The tattoo “LOVE” 
spread over the fingers often indicates 
homosexual tendencies, and if the fingers of 
the opposite hand have “TRUE” so that when 
the fingers are extended, it reads “TRUE 
LOVE,” the individual is likely a homosexual. 
He or she is committed to a single individual. 
Lesbians frequently are tattooed with the name 
of their paramour. Herd Instinct is very com- 
mon, and may be associated with events. These 
tattoos identify the individual with a group. 
Frequently, one sees the insignia of the Marine 
Corps with the date and the camp in which the 
individual served his boot training. Coast 
Guard guns and the date and the place at which 
the individual was a member of the Coast 
Guard Artillery are common. Pachuco tattoo 
is a common tattoo of the gangster. These de- 
linquents have a cross tattooed on the web be- 
tween the thumb and index finger, and in addi- 
tion, they have a little circle of dots tattooed 
around it; each dot being placed when the in- 
dividual has been arrested for some specific 
type of crime. 

7) IDENTIFICATION. Many tattoos are 
placed upon the body for a purpose of identi- 
fication. This is particularly true in the Far 
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East where a married woman may be tattooed. 
Some suggest that all married people should 
have a ring tattooed on the ring finger so that 
they could never pose as not having been mar- 
ried or indicate that they are married. Prostitutes 
are tattooed so that they can never pass them- 
selves as not having been prostitutes. Prisoners 
frequently are tattooed and the name of the 
prison and the years in which they have served 
and their prison number is placed upon them. 
It has been suggested that because of the likeli- 
hood of disaster everyone should have an iden- 
tifying tattoo mark. During the recent wars 
Jews were often required to be tattooed, and 
many of the prisoners in the Nazi prison camps 
were tattooed. It has been suggested that blood 
grouping should be tattooed on each individual. 
Here again, motivation is easily understood. 

8) Love. Love is a common motivation 
of tattoo. Here we find the pierced heart with 
the cupid bow, in which the individual has his 
name and his girlfriend’s name enscrolled. We 
have maternal love exemplified in particular tat- 
toos. “MOTHER” is a common tattoo. 

9) PROSTITUTES. Prostitutes, both male and 
female, are very commonly tattooed. It is not 
uncommon for female prostitutes to have 
flowers and designs of various types tattooed 
upon their bodies and upon their breasts. This 
is also true of the male prostitutes. Prostitutes 
have learned that certain types of tattooing 
have a great erotic stimulant on their custom- 
ers and for that reason they are very prone to 
be tattooed. 

10) SUPERSTITION. Certain tattoos are 
placed upon the body because of superstitious 
motives. There is a belief that a tattoo of a 
pig on one foot and a rooster on the other will 
prevent death from drowning. Other designs 
are supposed to protect the individual against 
disease. 

Motivation suggests that there is a medical 
significance to tattooing. If one eliminates the 
ordinary motivation as we find in the Herd in- 
stinct, identification, and the like, the remain- 
ing type of tattooing often has great signifi- 
cance. It was felt at one time that anybody 
who was tattooed in all likelihood had a posi- 
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tive Wassermann. This was particularly true if 
the tattoo mark was that of a nude woman. 
There is little doubt that people who were tat- 
tooed years ago often did have syphilis. Some 
believed that the syphilis was transmitted by 
the tattooer through the use of sputum in wet- 
ting his needles. In Philadelphia an epidemic 
of syphilis was attributed to one particular tat- 
tooer. 

However, tattooing was seldom the cause of 
the syphilis. Leprosy has been transmitted 
through tattooing. 

The Tattoo Parlor was often associated with 
Saloons or in conjunction with a “House of Ill 
Fame,” and often the individual tattooed was 
returning either from a long voyage or a trip. 
The celebration was associated with a drinking 
spree, a visit to one of the “Houses of Ill 
Fame,” and at the same time the prostitute of- 
ten suggested that the patron be tattooed. She, 
of course, received a commission both from the 
liquor that was sold as well as the tattoo de- 
sign. Health Departments established rules and 
regulations for the “Tattoo Artists,” and since 
then the likelihood of syphilis being transmitted 
by tattooing is slight. Tattoo artists no longer 
work in association with a saloon or house of 
ill fame. The “Professor” usually works 
amongst circus groups, carnival groups, and 
on the edge of Skid Row. They are also com- 
mon in seaport towns and places where Armed 
Forces gather. 

Eliminating the likelihood of the spread of 
infection, it is my belief that tattooing has a 
great medical significance. It suggests to the 
observer the emotional pattern of the tattooed 
individual. The presence of a single meaning- 
less tattoo mark suggests a pre-psychotic or a 
psychotic phenomena. The design is symbolic 
to the individual and is of no particular sig- 
nificance to anybody else. On questioning, the 
meaning becomes apparent and often enhances 
the diagnosis of a pre-psychosis or psychosis. 

The appearance of multiple tattoo marks 
which differ greatly in motivation, which have 
no symmetry and which have no apparent con- 
nection one with the other is always diagnostic 
of a severe psychoneurosis. The types of tattoo 
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may be such that the type of psychoneurosis 
may be apparent. The homosexual has his 
form of tattooing. The latent homosexual has 
his. The criminal has his types of tattooing; 
such tattoos as “Death before Dishonor” are 


often found on the individual who is emotion- 
ally unstable. The multiplicity of tattoos in an 
individual, the lack of reason for such tattooing 
and the diverse motivation that is apparent is 
as valuable to the observer as a Rorschach Test. 


Conclusions 


Tattooing is a form of bodily mutilation 
which serves for the purpose of ornament. It 
may be accidental in nature, but most people 
are tattooed deliberately. There are a great 
many reasons for tattooing but motivation may 
be categorized as above. Eliminating the ob- 
vious motivation for tattooing, it is my belief 


that tattooing has great medical significance. 
A study of the tattooed individual, the designs 
and the obvious motivation behind each design 
is as valuable in determining the emotional pat- 
tern of an individual as is a Multiphasic Per- 
sonality Test or a Rorschach Test. 
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Wie: a physician is consulted 
about a child who has not started to talk at 
an age of one to two years he will first of all 
consider the family history. He may find sim- 
ilar conditions in the ancestory or in siblings. 
Such findings will not necessarily be sufficient 
explanation for the child’s delayed speech de- 
velopment. Whether the family history is posi- 
tive or negative the doctor will examine the 
child for constitutional defects or develop- 
mental retardation as to height, weight, etc. 
Delay in sitting, standing, teething, walking are 
not infrequently parts of the case history. 
Diseases in early life, especially those of the 
respiratory tract can interfere with normal 
speech development. The next step should be 
a neurological examination. Not only must 
any sign of paralysis, but also over-excitability 
of the reflexes, be taken into consideration. 
Of course, paralysis or paresis of any muscles 
participating in the production of speech will, 
in itself, explain the delayed speech develop- 
ment. However, those signs may be accom- 
panied by defects of the speech centers in the 
brain. The latter will produce asphasia or 
dysarthria. Defects of the centers and path- 
ways need not be extensive to interfere with 
normal speech development. It is also possible 
that in certain instances of mutism, a weak- 
ness of the speech centers and pathways might 
be assumed, even if there are no positive neu- 
rological findings. Such a possibility must be 
kept in mind in children having dyslalia (to be 
described later), for there might be a slight 
aphasic condition which can usually be dis- 
covered only by the speech expert. The physi- 
cian should be especially attentive to this pos- 
sibility when the parents show a history of 
Rh incompatibility. Frequently these children 
show a syndrome of slight or more severe 
signs. These signs varying from case to case 
in severity and combination, are delayed speech 
onset, hardness of hearing, (especially chang- 
ing frequently, so called “fluctuating hearing”), 
poor speech understanding, dyslalia, and also 
peculiar behavior. The latter may be purely 
psychological or based upon abnormalities of 
subcortical parts of the brain especially the 
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subthalamic region. A speech expert can dif- 
ferentiate the basic troubles and prescribe the 
appropriate treatment. To go back to the posi- 
tive neurological signs, it is understandable 
that a general chorea can influence speech 
development unfavorably. However, a special 
choreotic condition namely, an isolated chorea 
of the tongue and/or soft palate has been al- 
most entirely overlooked in the literature. It 
is not too rare a condition which will fre- 
quently produce a struggle between the in- 
tended movements of articulation and the 
involuntary choreotic pushes. (A very rare 
condition is the isolated chorea of the vocal 
cords.) With this in mind the physician should 
not neglect to examine the mouth. 

The motor act of speech is stimulated nor- 
mally by the innumerable acoustic impressions 
which a child receives from the environment. 
Deafness or severe hardness of hearing prevent 
normal speech development. It is imperative 
to test children at an early age who are sus- 
pected of not having normal hearing. Total 
deafness is not as frequent as was assumed 
some decades ago. If total deafness is present 
a speech therapist should be consulted in order 
that the child be treated as soon as possible 
with the special methods available. In many 
instances some or many tones are perceived 
only at a short distance or when amplified. 
It is again imperative that any so-called re- 
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sidual hearing or hearing remnants be system- 
atically trained at an early age. Nature seems 
to have prepared special periods for the de- 
velopment of certain skills. If such a period 
has been missed, in this case the period of 
acoustic stimulation of speech, the child might 
miss the possibility of achieving spontaneous 
speech development. Given appropriate speech 
therapy and the use of a hearing aid, children 
with even severe hearing losses can be educated 
in regular public schools, which is obviously 
preferable to sending them away from home to 
schools for the deaf where they will associate 
with deaf children. 

Modern audiologic methods for testing hear- 
ing depend upon the collaboration of the pa- 
tient and are therefore not appropriate for 
small children. An exception is the psycho- 
galvanic skin reaction test. However, this test 
uses pure tones which are perceived in the 
brain in a different center (probably Heschl’s 
convolution) from the one perceiving com- 
pound tones. The latter, if of musical nature 
are perceived by the musical center in the 
temporal brain while speech is “localized” in 
Wernicke’s center. It has been proved clin- 
ically that the hearing for pure tones does not 
necessarily correspond with the hearing for 
speech sounds. Therefore the writer recom- 
mends the use of a set of whistles (Urbant- 
schitsch) which offer compound tones very 
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similar to speech tones (vowels). The reaction 
expected is blinking or slight grimaces— 
reflexes which don’t depend upon the collabo- 
ration of the patient. 

We now return to other reasons for delayed 
speech development. Mental retardation is one 
of them. It is by no means easy to make the 
correct diagnosis of mental retardation in a 
mute child. If mongolism, microcephalus, cr 
cretinism are evident, feeblemindedness or at 
least mental retardation can be assumed. In 
other instances, especially in older speechless 
children, one might be tempted to think of 
mental retardation. Here a word of warning; 
speech is not just a way of expressing a 
thought, not a label one puts upon a finished 
thought like the pharmacist puts a label on a 
finished preparation, but speech is the vehicle 
of thinking. Most of us are speech-thinkers, 
that is, we form our thoughts with the help of 
inner speech. Therefore the speechless child 
will have a restricted opportunity to develop 
his thinking. Innumerable speechless children 
who gave the impression of mental retardation, 
have during a successful logopedic treatment, 
made up mentally one hundred percent for 
what they had missed. 

The reason for delayed speech development 
might also be psychogenic. First of all, it 
seems that even slight underlying organic rea- 
sons for example, a mild underdevelopment of 
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the speech centers can easily provoke a re- 
sistance to speaking. Normal children do not 
start talking because they want to behave so- 
cially but are driven by an inner congenital 
impulse. If that impulse meets with difficulties 
the baby might give up altogether rather than 
try to overcome them. “Psychoanalytic” rea- 
sons such as jealously of an older sibling who 
talks easily can also explain the child’s refusal 
to talk. 

The use of several languages in the home may 
confuse the child and lead to mutism. If a 
child has not started to speak at two years of 
age the doctor should not assume or say to 
the family, “He will outgrow it.” A logopedist 
(speech therapist) should be consulted. Even 
for the instances of real mental retardation 
such as mongoloids, speech therapy can help 
a great deal, naturally with limitations as to 
the final result. 

During the early stages of normal develop- 
ment of spontaneous speech, children do not 
usually pronounce all the sounds correctly. 
The mispronunciation of sounds, omission of 
sounds, replacement of one sound with another 
is called dyslalia and is physiologic at an early 
age. If the child is dyslalic beyond his fourth 
birthday he should have speech therapy. The 
parents should be warned that neglecting such 
a condition or trying to correct the defect 
themselves may have very serious psycholog- 
ical repercussions, one of these being the pos- 
sibility of making the child speech-conscious 
in a wrong way and thus inducing the devas- 
tating speech phobia—stuttering. 

Two forms of pathological dyslalia might 
be briefly mentioned, namely, sigmatism and 
too much or too little nasality (hyper- and 
hyporhinolalia). Sigmatism means the wrong 
pronunciation of s, sh, ch. There are several 
forms of sigmatism, the most frequent being 
interdental and another, very objectional acous- 
tically, the lateral in which the tongue is lifted 
on one side so that the air is emitted out of 
one side of the mouth. There is also a snoring 
sigmatism which has been mistakenly diag- 
nosed as being derived from a pathological 
adenoid condition. 
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As to rhinolalia it is hyper- when speech 
sounds other than m, n, and ng (normally 
nasal sounds in English) are emitted through 
the nose. Hyperrhinolalia may be organic or 
functional. The former results from cleft palate, 
holes in the palate, too short, or a paralyzed 
soft palate. The functional form is due to a pa- 
retic behavior of the soft palate, that is, the soft 
palate, although long and strong enough, doesn’t 
close off the mouth from the nasal pharynx. 
Logopedic methods are available for both the 
paralytic and paretic conditions. Logopedic 
treatment is also usually necessary after surgical 
or prosthetic treatment of cleft palate. Organic 
paralysis might also come under the heading 
of dysarthria. Hyporhinolalia is due either 
to obstructions in the nose (adenoids, polyps, 
swollen turbinates) or to a cramplike contrac- 
tion of the soft palate and some pharyngeal 
muscles during speaking. The nose sounds 
n, m, ng sound like d, b, and g and normal 
nasal resonance is diminished. The organic 
form must be treated rhinologically and the 
functional in a logopedic way. Sometimes after 
rhinological treatment of an organic condition, 
a functional form may be present for the 
muscles “do not know” how to function prop- 
erly. In this case logopedic help is necessary. 

When there are some neurological signs to 
explain the abnormal function of the speech 
muscles we can speak of dysarthria. In other 
words dysarthria is an organically caused dys- 
lalia. However, it should be kept in mind that 
the clinical picture might be complicated by 
the patient’s emotional reaction to his awkward 
attempts to speak correctly. 

Aphasia can occur anytime in life as the 
result of brain injury. Such patients lose their 
ability to speak (expressive aphasia) or their 
ability to understand speech (receptive apha- 
sia). Sometimes a combination of the two forms 
is present. Physicians should be informed that 
these patients can receive logopedic treatment 
which will help them to communicate orally. 
Although a perfect “cure” is rare, the psycho- 
logical benefit of being helped even to a lim- 
ited extent is of great value to these cases. 

Reference has been made to the danger of 
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inducing stuttering by making the child speech- 
conscious in a wrong way. This possibility 
becomes clear if one considers the rather com- 
plicated symptomatology and developmental 
steps of stuttering. Also such considerations 
make it possible to differentiate between “gen- 
uine” stuttering and imitated stuttering. Simple 
iterations of words or syllables are physiologic 
in children from three to five years of age. 
These iterations occur because the child keeps 
talking when he is having difficulty in finding 
a word or the right grammatic-syntactic form. 
He fills in this language gap by repeating the 
last word or syllables spoken. In about ninety- 
eight percent of these children the iterations 
disappear after a few months. The two per- 
cent who continue to iterate, iterate more fre- 
quently. The writer and others believe this is 
due to a psychoneurotic condition usually 
caused by environmental influence. For ex- 
ample, someone asks the child to speak more 
slowly or to repeat the iterated word, and thus 
suggests to the child that the word might be 
difficult to pronounce. The idea of difficulty in 
pronunciation might also develop in the child’s 
mind, particularly under the influence of an 
inferiority complex or another psychological 
condition. It is logical for the child to try to 
overcome the “difficulty” by using more muscu- 
lar energy and so the single iterations will pro- 
ceed more slowly. The writer calls the combi- 
nations of iterations and pressure clonotonus 
or tonoclonus, depending on which of the two 
of the combined symptoms predominates. 
Sooner or later the pressure overwhelms the 
iterations and abnormally prolonged articula- 
tion, so called slow tonus will result, eventually 
leading to abnormal breathing. Another conse- 
quence of the tonic component is accompanying 
movements, such as grimaces, clenched fists, 
etc. The stutterer is caught in a vicious circle 
for these accompanying movements which at 
first may seem to alleviate his speech “diffi- 
culty” only add to his dilemma. Another form 
of accompanying movements are the sounds, 
sound combinations, words used as starters in 
the moments of speech difficulties. These are 
called embolophrasias. As time goes on new 
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signs and symptoms develop, all as a result 
of the stutterer’s belief in his inability to speak 
normally. Since human beings are psycho- 
somatic unities the speech trouble will influ- 
ence many parts of the psychologic personality. 
Nevertheless the primary mistake of consid- 
ering the iterations pronunciation difficulties 
while they were really a sign of language diffi- 
culty, is constantly working and provoking 
stuttering. To overlook this fact is one of the 
reasons why pure psychotherapy fails to cure 
stuttering. The writer, although a professional 
psychotherapist himself, finds the most effec- 
tive treatment to be “The Chewing Method” 
which convinces the patient of the ease of 
speech and of his duty to use his voluntary 
muscles in a natural, normal way. 

Finally a few words about tachylalia (fast 
speech) and cluttering. In the writer’s opinion 
abnormally fast speech is due to anatomic 
peculiarities of the subthalamic region and per- 
haps the striatum pallidum. Cluttering seems 
to result from the same anatomic peculiarities 
and in addition from the inability of the brain 
to deliver words at an appropriate speed for the 
motor delivery. The clutterer literally clutters 
his speech with anticipations (words or sounds 
spoken too soon), post-positions (words already 
spoken are repeated later in a sentence), itera- 
tions, omissions, “swallowing words.” Clutter- 
ers usually are not aware of their condition but 
when made aware of it, can be successfully 
treated by speech therapy. 


Summary 


The reader will understand that this article 
does not mention all logopedic problems and 
that the very large literature has not been re- 
ferred to because the physician not specialized 
in this field is not expected to learn (by reading) 
the methods for which the logopedist must be 
responsible. It is enough for the physician to 
recognize a speech problem as such and to ad- 
vise the patient (or patient's family) about the 
treatment available. 


133 East 58 Street 


. 
te 
1043 


M. G. PETERMAN, M.D. 
E. M. THOMAS, M.D. 
Milwaukee, Wisconsin 


is epilepsy is a chronic 
disturbance of brain function characterized by 
periodically recurring convulsions, lapses of 
consciousness, or abnormal mental states. The 
general practitioner and the pediatrist must 
understand that epilepsy, thus defined, is not a 
disease per se, but a symptom complex with 
various causes and various manifestations. It is 
to be distinguished from the convulsions which 
accompany acute central nervous system infec- 
tions, such as meningitis, and also from the 
convulsive symptoms of certain systemic dis- 
orders as, for example, hypocalcemia. Etio- 
logically, childhood epilepsy is classifiable into 
two groups: Symptomatic, in which the seizures 
may be traced to a specific organic cause within 
the brain, and /diopathic, in which the seizures 
occur without demonstrable organic cause, in 
individuals with an inherited constitutional pre- 
disposition. Table I shows the frequency with 
which idiopathic epilepsy and the principal 
types of symptomatic seizures were encountered 
in a series of sixteen hundred and sixty-five 
epileptic children treated and followed in pri- 
vate practice. 

Seizures are also classified according to seiz- 
ure type, as shown in Table II. 

All of these types occur in both idiopathic 
and symptomatic epilepsy, and a child may 
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have more than one of them. Since anticonvul- 
sant drugs are becoming increasingly type- 
specific, and, if wrongly selected may aggravate 
rather than control seizures, effective therapy 
requires that the diagnostician determine the 
type, as well as the etiology of the seizures. 


Diagnosis 

The diagnosis of childhood epilepsy must be 
based upon a complete clinical evaluation of 
the patient. The history is of great importance, 
and should begin with a detailed description of 
the convulsions. Of particular significance, in 
addition to the seizure pattern itself, are: age 
of onset, frequency, time of day, duration, 
presence of an aura and of post-ictal sleep or 
confusion, response to prior medication. These 
features help to differentiate idiopathic from 
organic seizures, and permit seizure type to be 
determined, as will be shown later. 

The age of onset of the seizures provides a 
clue to their cause, since the leading causes at 
various ages of childhood are known. Thus, in 
a group of twenty-five hundred children with 
convulsions,’ cerebral birth injury accounted 
for most of the seizures with onset during the 
first month of life. When onset occurred be- 
tween one and six months of age, eighteen per- 
cent were due to birth injury, and five percent 
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to idiopathic epilepsy, while thirty-two percent 
were associated with acute extracranial infec- 
tions. Nearly half of the seizures in this group 
of 2500 patients began between six months and 
three years of age. Idiopathic epilepsy ac- 
counted for 17 percent of these seizures, and 
birth injury for 10 percent, while 47 percent 
were associated with acute infection. Forty- 
nine percent of the 685 seizures in this study 
which began between three and ten years of 
age, and 70 percent of those which began be- 
tween ten and sixteen years of age, were due 
to idiopathic epilepsy. These figures suggest 
that the importance of idiopathic epilepsy as a 
cause of seizures increases progressively with 
age. 

The past history must be intensively re- 
viewed, to elicit an organic cause, or evidence 
of an hereditary factor. A family history of 
epilepsy may be obtained in fifty percent of 
patients with idiopathic epilepsy.* Cerebral 
birth injury or anoxia is indicated if the seizures 
date from a difficult birth, and the newborn 
infant was cyanotic or pale, vomited frequently, 
was lethargic and atonic, or restless and hyper- 
irritable. A history of birth injury is still signifi- 
cant, even though seizures do not begin for 
some years. These seizures of later onset 
usually originate from a residual focus of cor- 
tical atrophy or scarring. History of a fall with 
concussion or bleeding suggests traumatic brain 
damage. Mental or motor retardation without 
known brain injury indicates cerebral anomaly 
or degeneration. Residual damage from acute 
meningitis or encephalitis initiates some 
seizures. Encephalitis is suggested by a history 
of high fever with headache, lethargy, confu- 
sion or convulsions, when these occur alone, 
or as complications of acute contagious disease 
or immunization. Seizures which begin after 
acute febrile or dehydrating disease are some- 
times due to arterial or venous vascular occlu- 
sion. Headache, persistent vomiting and dis- 
turbances of vision are signs of increased intra- 
cranial pressure which may mean brain tumor, 
brain abscess or lead encephalopathy. 

Infants and young children who give a his- 
tory of convulsions with acute febrile infections 


(VOL. 87, NO. 8) AUGUST 1959 


TABLE | ETIOLOGIC CLASSIFICATION OF 


SEIZURES 
GROUP I: Sympromatic (ORGANIC) SEIZURES—— 
CAUSATIVE AGENT KNOWN 

No. of cases 
Febrile convulsions 134 
Cerebral birth injury residual 519 
Encephalitis-meningitis residual 85 
Brain injury residual (traumatic) 164 
Cerebral dysgenesis and hydrocephalus 82 
Cerebral degenerative disease 
Intracranial tumor 


Intracranial vascular lesions 
TOTAL 


GROUP II: CryproGenic SeIzuURES———CAUSATIVE 
AGENT Not KNOWN 

Idiopathic Epilepsy 643 

GRAND TOTAL 1665 


CLASSIFICATION OF SEIZURES 
ACCORDING TO TYPE 


TABLE I! 


Grand mal (Major convulsions) 
Petit mal 
Minor motor seizures 
Massive myoclonic 
Akinetic 
Focal seizures 
Psychomotor seizures (Behavior disturbances) 


may not be lightly dismissed with a final diag- 
nosis of “febrile convulsions,” but must be 
studied and followed for evidence of an organic 
causal disorder or idiopathic epilepsy. In a 
series of three hundred and two children 
initially diagnosed as having febrile convul- 
sions, thirty-three percent had subsequent seiz- 
ures without fever, denoting some more serious 
cause. Electroencephalograms were abnormal 
in seventy-four percent of the entire group of 
302 and twenty-one percent were eventually 
found to have idiopathic epilepsy.* 

The results of physical and neurologic exami- 
nations, blood chemistry and electroencepha- 
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lography, when correlated with the history and 
description of seizures, will usually differentiate 
idiopathic from symptomatic epilepsy, and re- 
veal the organic cause of the latter. However, 
any indecision about the presence or location 
of intracranial disease calls in addition for 
lumbar puncture, x-ray of the skull, and, at 
times, such special techniques as pneumoencep- 
halography and cerebral angiography. The 
physical, neurologic and laboratory findings in 
the various disorders which cause symptomatic 
epilepsy are summarized in current monographs 
on pediatric neurology.* ° 

Only when all organic causes of seizures 
have been eliminated should a diagnosis of 
idiopathic epilepsy be considered. It is pri- 
marily a diagnosis by exclusion, but is supported 
by the following findings: 

1) A family history of epilepsy; 

2) Generalized, rather than localized, onset 
of convulsions; 

3) An attack pattern in which generalized 
seizures, usually preceded by an aura and 
followed by stupor, recur paroxysmally; or, 

4) A seizure pattern of the classic petit mal 
type and an electroencephalographic pattern of 
paroxysmal generalized 3 per second spike 
waves. 

A word regarding the role of the electro- 
encephalograph in the diagnosis and manage- 
ment of childhood epilepsy is appropriate at 
this point. The electroencephalograph, an im- 
portant tool for research into the mechanisms 
of epileptogenic discharge in the brain, is like- 
wise a valuable diagnostic adjunct which, dur- 
ing approximately twenty-five years of clinical 
use, has helped the physician to confirm his 
clinical diagnosis of epilepsy by demonstrating 
cerebral dysrhythmia. It may also support his 
impression of a specific seizure type, by reveal- 
ing a pattern of dysrhythmia commonly asso- 
ciated with that type. Abnormal tracings may 
disclose potential epilepsy in a clinically well 
individual, and, if obtained in close relatives of 
an epileptic patient, indicate an _ inherited 
cerebral defect.* In recent years, the-neuro- 
surgeons have been able to correlate certain 
seizure-types and certain abnormal electro- 
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encephalographic patterns with lesions in 
specific brain areas, thereby gaining an aid in 
the preoperative localization of lesions amen- 
able to surgery. Furthermore, by exploring the 
brain in this way, they have progressed toward 
an understanding of the locations, extent, and 
in some cases, the nature, of the cerebral dis- 
turbances which produce epileptic seizures.":"*’* 

The electroencephalogram, however is not a 
substitute for a complete diagnostic study. It 
cannot distinguish idiopathic epilepsy from or- 
ganic brain lesions, unaided by clinical evi- 
dence, nor is the correlation between seizure 
types and patterns of dysrhythmia by any means 
consistent. An initial negative tracing has no 
significance, and must be repeated unless the 
other clinical evidence is conclusive. A nega- 
tive tracing never outweighs a clinical diagnosis 
of epilepsy based on a careful study. The sig- 
nificance of any tracing, but particularly a nega- 
tive one, is closely related to the conditions 
under which it was recorded; these must pro- 
vide optimum relaxation, with hyperventilation 
and sleep as routine activating procedures, and 
other activating techniques when necessary. 
The electroencephalogram also provides a 
means for objective evaluation of the response 
to anticonvulsive management. However, no 
clinician should attempt, with any expectation 
of success, to prescribe and regulate medication 
solely on the basis of electroencephalographic 
findings.*: * The need for observing, constantly, 
the whole patient in all phases of the diagnosis 
and management of childhood epilepsy, can- 
not be too strongly emphasized. 

Seizure Types:—The determination of seiz- 
ure type is essential for effective therapy, 
because most anticonvulsive drugs are specific- 
ally effective against particular seizure types. 
Table III shows the principal types of seizures 
encountered in children, together with their 
usual electroencephalographic patterns, and the 
drugs most effective for each type. 

These seizure types show no close correlation 
with etiology. It has been aptly stated that “the 
clinical manifestations that occur during a seiz- 
ure are not dependent upon the nature of the 
pathologic process responsible for the attack, 
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but are related to the site of origin of the 
abnormal discharge that initiates the seizure, 
and to the rapidity and extent of the spread of 
the discharge.”*® Nevertheless, certain features 
which they have in common, distinguish idio- 
pathic seizure types from those of symptomatic 
origin. These are: 1) Generalized, rather 
than localized, manifestations; 2) An EEG 
pattern characterized by the synchronous ap- 
pearance of the characteristic wave form in 
corresponding areas in both hemispheres. Wide 
areas in both hemispheres are usually involved, 
so that all leads usually show the dysrhythmic 
pattern. Petit mal and combined petit mal- 
grand mal are the seizure types which show 
these features best and are therefore most typi- 
cal of idiopathic epilepsy. The combined type 


TABLE Ii! 


SEIZURE TYPE 


Grand mal 
(Generalized major motor 


convulsions) 4, 4b). 


Focal 


Petit mal 
1). 


Minor motor 
Multiple 


Psychomotor 


* Drugs listed in approximate order of choice. 
** Not a drug of choice in young children. 


TREATMENT OF CHILDHOOD EPILEPSY 


EEG PATTERN 


Rapid high voltage spikes, followed 
by high voltage slow waves (Figs. 


spikes or 
complexes (Figs. 5, Sa). 


Three per second spike-waves (Fig. 


Atypical spike-slow wave complexes; 
spike-wave 
(“Hypsarrhythmia”) (Figs. 2, 3). 


Synchronous bi-temporal spikes, or 
slow waves (Fig. 6). 


is a form in which a typical petit mal lapse ac- 
companied by an EEG pattern of spike slow 
waves progresses rapidly into a generalized 
grand mal seizure with a pattern of rapid high 
voltage spikes. A somewhat rarer form of idio- 
pathic epilepsy is the so-called “pure” grand 
mal attack. This is a generalized major seizure 
without introductory petit mal lapse or spike 
slow wave EEG component, having as its only 
EEG manifestation, diffuse paroxysmal rapid 


waves. 

While similarities in seizure patterns do not 
necessarily indicate a common etiology for 
idiopathic seizures, they do, perhaps, suggest a 
common factor in their mechanism of produc- 
tion. Accordingly, Jasper and his associates’ 
have presented evidence indicating that seizures 


TREATMENT* 


Ketogenic diet 
Phenobarbital 
Peganone® 
Mysoline® 
Phenurone® 
Dilantin®** 


Ketogenic diet 
Phenobarbital 
Peganone® 
Mysoline® 
Phenurone® 
Dilantin® 


spike-slow-wave 


Ketogenic diet 
Tridione® * ** 
Paradione®* ** 
Phenurone® 


Ketogenic diet 
complexes Phenurone® 

Phenobarbital or Mebaral® 
Phenurone® 

Dexedrine® 

Mysoline® 

Phenobarbital 


*** Phenobarbital to be given simultaneously, to prevent grand mal. 
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which are characterized by a generalized onset 
and bilaterally synchronous EEG pattern, arise 
from midline subcortical structures located in 
the higher brainstem. These subcortical struc- 
tures, being symmetrically connected with the 
cortex of both hemispheres can, when stimu- 
lated, alter consciousness, and project simul- 
taneously to both hemispheres, impulses 
capable of evoking generalized cortical dis- 
charges. 

The types of seizures listed in Table III may 
be identified by their clinical and electro- 
encephalographic characteristics. Thus, it is 
usually possible to recognize true petit mal 
seizures, which are fleeting, momentary disturb- 
ances of consciousness without abnormal move- 
ments or loss of equilibrium, and to distinguish 
these from minor motor seizures which are also 
brief, but which do cause loss of muscle control 
with falling (akinetic seizures) or abnormal 
motor activity (myoclonic seizures). Akinetic 
minor motor seizures present no problem in 
recognition. Minor motor seizures of the myo- 
clonic type are characterized by jerking move- 
ments of head, extremities or trunk, which are 
bilaterally symmetrical, in contrast to the more 
localized focal motor seizures to be described 
later. Consciousness may be briefly lost, or, in 
mild attacks, retained. Petit mal and minor 
motor seizures are further distinguishable by 
their EEG patterns. The tracing in petit mal 
shows bilaterally synchronous, diffuse, regularly 
repetitive three-per-second, spike-slow wave 
complexes (Figure 1). The minor motor pat- 
tern, on the other hand, is much more variable. 
It may consist of symmetrical 2 to 2% per 
second spike-slow wave complexes, differing 
from the petit mal type, only in duration and 
contour. Rather more common manifestations 
are: paroxysms of multiple spike-slow wave 
complexes (Figure 2), bursts of spikes, or of 
slow waves, and combinations of all these into 
a bizarre, continuous dysrhythmia sufficiently 
distinctive to merit a special name, “hypsar- 
rhythmia” (Figure 3). The association of the 
hypsarrhythmia pattern with minor motor seiz- 
ures in infants and young children appears to 
have a rather serious prognostic import, for a 
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FIGURE | M.F. Boy aged 5 years. Idiopathic 
Epilepsy. Petit Mal Seizures. Tracing shows 3 per 
second spike-waves occurring paroxysmally, with 
background of normal activity (Drowsy). 


high incidence of mental retardation has been 
found among these children, despite the fact 
that seizures tend to cease, and the EEG to 
normalize spontaneously, around the age of 

The term “grand mal’ is often indiscrimi- 
nately applied to all generalized major motor 
convulsions. This terminology would appear to 
obscure a diagnostically useful distinction be- 
tween generalized major convulsions of focal 
cortical origin, which occur in symptomatic 
epilepsy, and the true grand mal seizures of 
idiopathic epilepsy which, according to the con- 
cept discussed above, originate in subcortical 
integrating centers.’ It is not possible to dis- 
tinguish symptomatic from grand mal (idio- 
pathic) seizures by observing only the fully 
developed major attacks. All show muscular 
activity of the characteristic tonic, clonic, com- 
bined or atonic varieties, and fast, high 
EEG spikes (Figure 4) followed by post-con- 
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FIGURE 2 L.S. Girl aged 8 years. Minor motor 
akinetic seizures. Etiology undetermined. EEG 
paroxysmal bursts of multiple spike slow wave 
complexes (Awake). 


vulsive high, slow waves. All may show post- 
convulsive confusion, and sleep. However, 
major seizures of the symptomatic type often 
begin with focal muscular twitchings, or focal 
paresthesias, sometimes termed “auras,” or a 
definite focal seizure may progress into the 
generalized motor attack. The interseizure 
tracings of these patients may show focal spikes, 
or focal spike-slow wave complexes. The aura 
which warns of an idiopathic grand mal attack, 
on the other hand, is commonly psychic, the 
seizure itself is generalized and symmetrical 
from the outset, and the preceding EEG dis- 
turbance, if any, may consist of a run of diffuse 
paroxysmal fast waves. Or, if the patient is also 
subject to petit mal attacks, one of these, 
accompanied by the typical three-per-second 
spike wave complexes, may initiate the grand 
mal seizure. Individuals with myoclonic minor 
motor seizures also have generalized seizures. 
Their interseizure electroencephalograms show, 
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FIGURE 3 S.H. Boy aged 7 months. Cerebral 
dysgenesis. Minor motor seizures. EEG shows long 
runs of generalized high amplitude multiple spike- 
slow wave activity. “Hypsarrhythmia” pattern 
(Awake). 


most typically, multiple spike-slow wave com- 
plexes. The latter dysrhythmia may also occur 
in the inter-seizure tracings of patients whose 
only convulsions are of the grand mal type 
(Figure 5). 

For purposes of treatment, all major motor 
convulsions, including those of idiopathic and 
those of symptomatic types, are considered 
together, since they respond to the same 
drugs. 

Focal major motor seizures, commonly the 
result of organic brain lesions, involve limited 
muscle groups, and consist of tonic, clonic, 
combined or atonic convulsive activity resem- 
bling that of grand mal, except for the localiza- 
tion. They last a few minutes, sometimes 
longer. The characteristic EEG abnormalities 
in focal motor seizures are focal spikes and 
spike-wakes (Figures 5, 5a). If the seizures 
remain confined to local muscle groups, they 
do not cause loss of consciousness; however, 
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FIGURE 4 R.M. Boy aged 41/2 years. Idiopathic 
Epilepsy. Major motor (Grand mal) seizures. 
Generalized fast spiking at onset of clinical 
seizure (Light sleep). 


FIGURE 4a M.T. Girl aged 16 years. Idiopathic 
Epilepsy. Major motor (Grand mal) seizures. Inter- 
seizure EEG shows generalized spike slow wave 
complexes, 2!/> to 3 per second (Asleep). 
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they do at times progress into generalized major 
convulsions. Focal convulsions are distinguished 
from minor motor seizures by their clinical and 
EEG localization, and in being more prolonged 
than the brief, and often repetitive, minor motor 
spells." 

When a child has paroxysmally recurring 
behavior disturbances in which he performs 
acts, often of a serious nature, which are in- 
consistent with his usual behavior, and for 
which he later shows genuine remorse, the 
diagnosis of psychomotor epilepsy must be 
seriously considered. These episodes must be 
distinguished, by careful observation, from 
states of confusion and automatism following 
major motor seizures. There is considerable 
evidence that some of these psychomotor 
attacks result from temporal lobe lesions. Thus, 
bilaterally synchronous dysrhythmias localized 
to or predominating in, the temporal areas, are 
not infrequently observed in the electroenceph- 
alograms of individuals who are subject to 
psychomotor attacks. Figure 6 illustrates these 
bitemporal spikes, although this child did not 
have the typical behavior disturbance. Stimu- 
lation of temporal lobe areas has been found 
to reproduce psychomotor behavior; also, tem- 
poral lobe lesions have been discovered in 
some patients with psychomotor epilepsy." ** ** 
However, the temporal lobe origin of psycho- 
motor epilepsy in children is not fully estab- 
lished.* 


Treatment 

The control of seizures by anticonvulsant 
medication is the current objective of treat- 
ment in childhood epilepsy. That cure for 
some types of seizures may ultimately replace 
symptomatic control, seems possible from re- 
cent progress in the localization and surgical 
therapy of certain epileptogenic lesions’ and 
in the identification of biochemical compounds 
and reactions involved in normal nerve cell 
metabolism and impulse transmission.'** Mean- 
while, clinical research continues to yield anti- 
convulsant drugs which for the most part are 
quite specific for the various seizure types. 
These drugs are summarized in Table III, and 
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seizure types for which the ketogenic diet is 
effective are also indicated. 

Patients vary greatly in their responsiveness 
to therapy. Hence, drugs and dosages must be 
individualized, and control often depends upon 
a trial and error procedure. This is greatly 
facilitated by the day-to-day observations of 
parents whose cooperation and interest has 
been secured by an explanation of the disease 
and the problems of its treatment. Certain 
other aids to effective treatment may be re- 
viewed here: 

@ In the absence of contraindications, 
therapy should start with the least toxic drug 
effective for the patient’s seizure type. This 
drug is started with the minimal or average 
dosage, and is increased until effective, or 
until tolerance has been reached. 


@ Duration of trial should be adequate; 
frequent changes are not informative. If the 
drug is partially, but not fully effective alone, 
addition of a second, or even a third, drug 
may be preferable to replacement. 


@ Medication is taken daily in divided doses 


at prescribed intervals, and the daily schedule 
is to be invariable. 


@ Certain drugs require supplementary med- 
ication for prophylaxis against precipitation of 
seizures by the principal drug. 

@ A drug must not be discontinued abrupt- 
ly at any time, but must be withdrawn by 
gradual dose reduction. This precaution holds, 
even after seizures have been absent for a year 
or more. 


@ Medication should be continued in full 
dosage for at least a year after the last seizure 
or abnormal electroencephalogram, and should 
then be withdrawn by gradual dose reduction, 
over a second year. Periodic observation 
should continue indefinitely thereafter. 


@ Patients receiving certain drugs must be 
observed frequently, especially during the early 
months of treatment, for toxic reactions. Of 
particular importance are monthly blood 
counts for patients on Paradione, Tridione and 
Mesantoin, and probably also for those on 
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Phenurone, Peganone, and the succinimides, 
because of the frequency of hematologic re- 
actions from these drugs. 

KETOGENIC DieT—Devised as a means of 
reproducing the favorable effect of fasting on 
epileptic seizures,"* the ketogenic diet is highly 
effective in children with seizures of several 
types. In a review of one hundred and four 
children who were treated with the ketogenic 
diet as private patients for various types of 
seizures, we found that eighty-one (seventy- 
eight percent) achieved moderate to complete 
control. Fifty-six (fifty-four percent) were 
managed on the diet alone; twenty-five (twenty- 
four percent) required supplementary drugs. 
Livingston*® in his study of six hundred and 
ninety-eight children with minor motor epilep- 
sy, concluded that the ketogenic diet, when 
applicable, is the best treatment for minor 
motor seizures. He obtained complete control 
in forty-nine percent of one hundred, eighty- 
six children thus treated. The diet is also 
effective in major motor convulsions, and in 
petit mal. As a test of response, the diet 
regime is started with a ten to twelve day fast. 
A representative fast consists of 1000cc. total 
fluid, divided among three feedings, as 200cc. 
orange juice in the morning, 200cc. diabetic 
broth at noon and evening, and 400cc. water 
as desired. If this fast produces a consistent 
3 plus to 4 plus acetonuria and still does not 
control seizures, the ketogenic diet will like- 
wise be ineffective. 

The ketogenic diet consists of one gram of 
protein per kilogram per day, and fifteen 
grams total carbohydrate per day, with the 
remainder of the daily caloric allowance, cal- 
culated on the basis of fifteen calories per 
pound, as fat. Fluid is restricted to 1000cc 
daily, or 1500cc in older children. This diet 
is maintained for at least three months after 
seizures have ceased, when gradual increases 
in carbohydrate and protein, and gradual fat 
reductions are commenced.’* In all cases of 
grand mal (major convulsions), petit mal, and 
minor motor seizures, in which long-term man- 
agement by the ketogenic diet appears prac- 
ticable, this diet should receive first trial, and 
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FIGURE 5 M.S. Boy aged 8 months. Post-en- 
cephalitic right-sided focal seizures. EEG shows 
focal spike slow wave complexes over entire left 
hemisphere (Asleep). 


should be replaced by drugs only if it is in- 
effective, or if it cannot be carried out. 

ANTICONVULSANT DruGs—The drug ther- 
apies of especial value in the several types of 
childhood seizures will be reviewed briefly. A 
complete list of the current anticonvulsant 
drugs, with their dosage forms, doses and 
toxicities, is presented by Livingston in a recent 
review."’ 

MAJOR CONVULSIONS (GENERALIZED AND 
FocaL)—For the treatment of major motor 
convulsions, phenobarbital is the drug of choice. 
It may be administered in “spansule” form, 
which provides for gradual release of the drug, 
or by a dosage schedule which places one of 
the doses within two hours of the anticipated 
seizure. The starting dose of phenobarbital 
for children under six years is %4 gr. three 
times daily to 4% gr. twice daily; for children 
over six, it is / gr. three times a day. Pheno- 
barbital has no serious side effects, but its use 
may be limited by drowsiness at a dose too 
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FIGURE 5a M.B. Girl aged 10!/> years. Cerebral 
birth injury. Right-sided focal seizures. EEG 
shows ak spikes and slow waves, left parietal 
and occipital areas, with some spread (Awake). 


low to produce adequate seizure control. In 
such instances Gemonil® (Metharbital) may 
be substituted. It is started in doses of 50 
mgms. three times daily under six years, 
and 100 mgms. three times daily, over six 
years. 

Dilantin,® widely used for grand mal in 
adults, is less satisfactory for children. The 
effective dose (which starts at 32 mgms. three 
times daily under six years, and 100 mgms. 
twice daily over six years) is also often a 
toxic dose, and children controlled by Dilantin 
frequently develop disequilibrium, drowsiness, 
irritability and gum hypertrophy; bone marrow 
depression is also encountered. If it is used, 
monthly blood counts are essential. 

Peganone® (ethylphenylhydantoin) a new 
hydantoin, is proving effective and safe. It is 
started in doses of from 125 mgms. twice daily 
(under six years) to 500 mgms. twice daily 
(over six years). One hundred and five. ehil- 
dren treated with Peganone during the past 
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FIGURE 6 J.H. Boy aged |! years. Idiopathic 
Epilepsy. Major motor seizures. EEG shows 
temporal spiking of type seen in psychomotor 
epilepsy (Asleep). 


four years have shown no hematologic dis- 
turbances or other toxic reactions. If the bar- 
biturates and Peganone singly or combined, 
do not control the seizures, Mysoline® (Prima- 
done), and Phenurone® (Phenacemide) may 
be tried. 

Mysoline is started in doses of from 62.5- 
125 mgms. twice daily for children under six 
years, and 250 mgms. twice daily for children 
over six years of age. Mysoline is not toxic, 
though the blood count of the child should be 
watched. 

Phenurone is started at 250 mgms. three 
times daily under six years, and 500 mgms. 
three times daily, in children over six years. 
Toxicities, including granulocytopenia, marked 
irritability and other psychic changes, are not 
rare with Phenurone. 

Petit Mat—tThe drug therapy of petit mal 
is limited essentially to two choices: Tridione® 
(Trimethadione) and Paradione®, (Parameth- 
adione). Before initiating either of these drugs, 
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the physician must assure himself that the 
seizures are actually due to petit mal, for 
minor motor seizures, with which they are 
often confused, are entirely unresponsive to 
the dione drugs. 

Tridione is the drug of choice for petit mal. 
Livingston"’ reported that sixty-eight percent 
of five hundred and forty-six children treated 
with Tridione, and thirty-one percent of two 
hundred and sixteen children treated with 
Paradione, had complete relief from seizures. 
Starting doses of Tridione for children under 
and over the age of six, are, respectively, 150 
mgms. two times daily, and 300 mgms. three 
times daily. For Paradione the starting doses 
are the same. The dione drugs must be sup- 
plemented by phenobarbital in the usual doses, 
to prevent grand mal seizures which these 
drugs sometimes precipitate. If phenobarbital 
is not satisfactory for this purpose, Mebaral® 
in doses of 42-1 gr. 2 to 3 times daily, below 
six years, and 1 gr. three times daily for 
children over six may be substituted, as may 
Mysoline, also. Children who are receiving 
either Tridione or Paradione must have month- 
ly blood counts, because of the frequency of 
blood disturbances. 

If neither Tridione nor Paradione control the 
petit mal seizures, Phenurone® may be tried, in 
the doses previously outlined. Phenurone does 
not precipitate grand mal seizures, but it does 
have toxic potentialities, as previously de- 
scribed. 

Minor Motor—Drugs are of limited value 
in minor motor seizures. If the ketogenic diet 
is not practicable, Phenurone, phenobarbital, 
Gemonil®, and the succinimides, Milontin® 
and Celontin® may be tried. The starting dose 
of Gemonil is 50 mgms. three times daily, and 
100 mgms. three times daily, for children under 
and over six years, respectively. For Milontin, 
starting dosages are 250 mgms. two times daily 
for children under six years, and 500 mgms. 
twice daily for children over six years. 

PsYCHOMOTOR — Phenurone helps some 
children with psychomotor seizures. However, 
these seizures are notoriously slow to respond. 
If Phenurone® is without value, Benzedrine,® 
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which occasionally produces a paradoxically 
sedative action in psychomotor epilepsy, may 
be given. It is started at 2.5 mgms. two times 
a day under six years of age, and 5 mgms. 
twice a day in children over six years. A 
number of other drugs have been used in 


treating psychomotor seizures, with occasional 
success, namely, Peganone, Mysoline, Milon- 
tin, Celontin. Phenobarbital may be tried, and 
by some has been found helpful; however, it 
also may aggravate or precipitate psychomotor 
disturbances. 
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have contributed stories of humorous or unusual 
happenings in their practice. Pages 25a and 29a. 
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EDITORIALS 


PERRIN H. LONG, M.D. 


THE GOLDEN GOOSE IS WORSE! 


In the June issue of MepicaAL TIMEs, under the title of “Who 
Is Killing the Goose?” we editorialized on the possibility that Blue 
Cross was pricing itself out of Labor’s market. We also made the 
point that in our opinion Blue Cross should stop being solely a 
paying agent to hospitals, and take the responsibility for seeing 
that proper cost-accounting and other business practices were in- 
stalled and carried out in all hospitals. 

While attending the convention of the American Medical Asso- 
ciation in Atlantic City two months ago, we ran across two items, 
one of which appalled us, while the other may be indicative of 
future trends in health or sickness insurance. 

The first was reported in The Evening Bulletin of Philadelphia 
on Monday, June 8, and had to do with the fact that the City So- 
licitor of Philadelphia had “named a three-man task force” to study 
ways of halting what he described as “the upward spiral of Blue 
Cross rates in Philadelphia.” What had happened? Well, on July 
1, 1958, Blue Cross in Philadelphia received a thirty-nine percent 
increase in its rates. In the first week of June 1959, the Commis- 
sioner of Insurance said that he would approve a twenty-three 
percent increase in Blue Cross rates, effective August 1, 1959. 
This means that in a matter of slightly over thirteen months, Blue 
Cross rates in Philadelphia increased seventy-one percent. Besides 
this, what the steel workers are asking for, (and everyone is 
screaming “Stop Inflation!” ) is small potatoes indeed. In addition, 
in Philadelphia, Blue Cross wants to have a merit-rating plan and 
the pegging of rates to the use of the plan by individual groups 
in force by August first. 

The second item is from a letter in the Baltimore Sun of June 
ninth, in which a plan proposed by Blue Cross of Baltimore (or 
Maryland) of having a deductible clause in a Blue Cross policy 
was discussed. In such a scheme, as in auto collision policies, Blue 
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Cross would not begin to pay until a certain 
amount had been paid by the policyholder. 

The Philadelphia story concludes with the 
statement by the City Solicitor that abuses of 
the Blue Cross (by doctors and patients) must 
be curbed. Your Editor thinks these abuses 
would be largely done away with if Blue Cross 
policies had a hundred-dollar deductible clause. 
The City Solicitor also stated, according to The 
Bulletin, that “steps must be taken to econ- 
omize hospital operations to prevent further 
rate increases.” 

This is absolutely true. Blue Cross may well 


IS THERE A PLACE FOR THE 
GENERAL PRACTITIONER? 


Recently I spent the day in a small meeting 
which was attended, among others, by five 
outstanding general practitioners whose homes 
ranged from Oakland, Maryland, to Oakland, 
California, and from Olympia, Washington, 
and El Reno, Oklahoma, to Milan, Michigan. 
Most of the morning of the meeting was spent 
in a discussion of problems concerned with 
the general practice of medicine, and of gen- 
eral practitioners. 

Some very interesting points were brought 
out. For example, one of the discussors 
stressed the strong motivation of general prac- 
titioners to take care of sick people. He pointed 
up the need for the general practitioner to be 
basically an internist who also is familiar with, 
and capable in office work in dermatology, 
pediatrics, orthopedics (particularly care of the 
feet), simple fractures, minor accident work, 
genito-urinary problems, gynecology, and nor- 
mal obstetrics. He furthermore counseled that 
young physicians contemplating the field of 
general practice take the type of training which 
will best fit them for the needs of the com- 
munity in which they are going to live. As an 
example, it was pointed out that in certain 
areas the family physician would do little or no 
surgery, while in others he would not be doing 
obstetrics. 


price itself out of the market in the next year, 
and may lose ten million subscribers if the 
Teamsters, the Steel-workers, and the Auto- 
workers, and their dependents drop Blue Cross 
and sign up with closed-panel schemes of medi- 
cal care organized and financed in a manner 
similar to that being done by the United Mine- 
workers. These three unions are giving this 
move very careful thought. 

Blue Cross must hasten to assume more re- 
sponsibility than being just a paying agency 
if it is to survive. 

The golden goose is sick. 


All of the discussors were in agreement about 
the need for the general practitioner to be able 
to ferret out and cope with the majority of the 
emotional problems of his patients. One of 
the participants estimated that as high as sixty 
percent of his patients had some type of emo- 
tional problem which contributed to his pa- 
tient’s illness. He made a plea for compre- 
hensive history-taking. He pointed out that 
only too frequently through a discussion of the 
sex life of the patient, of the attitude of the 
patient towards parents and siblings and of the 
parents and siblings towards the patient, of the 
relations of the patient with his “boss” and 
when possible the relation of the “boss” to the 
patient, and of his recreation, much would have 
been learned which would permit a solution of 
the patient’s problems, and therefore a relief 
from tension. A careful history, coupled with 
a thorough examination, would save many a 
patient a trip to a consultant. 

Two or three of the participants indicated 
that they were concerned with the health of 
the general practitioner and urged that each 
physician have an annual physical examina- 
tion. These same discussors pointed out that 
they were perturbed about the reading habits 
of their colleagues, pointing out that some of 
them do not even open their medical journals. 
In this respect it seems to be the unanimous 
opinion of the general practitioners present that 
abstracts which were well prepared and up to 
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the minute were very helpful to the family 
physician. It was pointed out that too few 
papers are published on poisonings, on prob- 
lems of minor surgery, on athletic injuries, 
office dermatology, and other topics of con- 
tinuing interest to the general practitioner. It 
was stated by one of the family physicians that 
too often, in relation to a therapeutic agent, all 
the doctor seemed to want to know was, “Is 
it safe? Is it effective? What's the dose? Where 
can I get it?” Other than these points, he had 
little interest in the drug. 

Much time was spent in discussing the edu- 
cation, undergraduate and graduate, of the 
general practitioner, the “generalist,” or the 
family physician (there was a disagreement on 
the title). As the greatest demand today is for 
competent family physicians, all of the general 
practitioners felt strongly that undergraduate 
clinical training is being oriented too much 
towards the bizarre and the rare, and that not 
enough time is spent on emotional problems 
(not necessarily psychiatric), and the common 
diseases which are seen so frequently in a 
family practice. A plea was made for the 
clinical departmental chairmen (“the Profes- 
sors”) to climb down out of their ivory towers. 
It was pointed out that medical educators must 
remember that their major objective should be 
to educate family physicians, not specialists. 

Every family physician participating in the 
conference seemed to feel that the rotating in- 
ternship as currently operated was extremely 
unsatisfactory for the training of the general 
practitioner and should be abolished. It was 
generally agreed that as more and more general 
surgeons are being trained, the family physician 
of the future will probably do less and less 
surgery. 

Hence the family physician should spend 
at least two years in training, about twelve 
months in internal medicine, four months 
in pediatrics, four months in obstetrics with 
the proper emphasis on the pre- and post- 
natal care of mothers and infants, the remainder 
of the time being spent in outpatient work in 
gynecology, and emergency and accident work. 
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Maybe a year in medicine as an internship and 
then two years residency comprised of six 
months of pediatrics, three months each of 
dermatology and neurology, four months of 
normal obstetrics, two months of outpatient 
gynecology, two months of general surgery, 
two months of accident and emergency work, 
and a month or so each of urology and ortho- 
pedic outpatient work would fill the bill. 

The problem of how the general practitioner 
should be treated in the community was dis- 
cussed at some length. What shall be his role 
in the current development of the hospitals in 
our smaller cities and towns into the com- 
munity health centers? Shall he be put aside 
by the specialists and boards of trustees who 
insist that only “Board” members be elected 
to the staffs of their hospitals? The group was 
unanimous in their belief that: 

I. The specialist must recognize that the 
family physician is an important member of 
and must be on the staff of the community 
hospital. 

II. The specialists must assist the family 
physician by keeping him informed of all new 
developments in the ever expanding medical 
technology. This can be done by prop- 
erly arranged and conducted hospital staff 
meetings. 

III. “Board membership” or eligibility can- 
not and must not be the sole criterion for 
membership on a hospital staff. The knowl- 
edge, merit, ethics, and ability of a doctor 
must be the prime criteria for election to a 
hospital staff. 

Interestingly enough, when the question of 
the establishment of a Board of General Prac- 
tice was raised, there was not a unanimity of 
opinion. One of the participants in the con- 
ference opposed such a move strongly, because 
he felt convinced that if such a Board were 
set up, it would prescribe rules which would 
circumscribe the work of the general practi- 
tioner. Others at the conference thought that 
a Board of General Practice was a desirable 
step forward. No firm conclusion agreed to by 
all was reached on this point. 
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THE LONG AND SHORT OF IT 


From Your Editor's Reading 


The Art of Consultation 
Fifth James Mackenzie Lecture 


“On November 22, the College of General 
Practitioners held its annual meeting in the 
Great Hall of B.M.A. House. During the 
morning, Dr. G. F. Abercrombie delivered the 
College’s fifth James Mackenzie Lecture, tak- 
ing as his subject ‘The Art of Consultation.’ 
The general theme of his lecture, said Dr. Aber- 
crombie, was that the family doctor must learn 
to manage, not only the patient and his rela- 
tions and friends, but upon occasion his special- 
ist colleagues also. The family doctor must re- 
main in control unless, with the patient’s con- 
sent, he delegated his authority temporarily and 
for some special purpose. 

A STROLL Down HARLey STREET. Inviting 
his audience to accompany him on a stroll 
down Harley Street, he said they would listen 
respectfully when the talk was of Pancoast’s 
syndrome or Schimmelbusch’s disease, but they 
would not be impressed by statisticians. As a 
family doctor, he was not concerned with per- 
centages, but only with people one at a time. 
The average expectation of life without opera- 
tion might be so-and-so, but that was not the 
point. The point was what would happen to 
his particular patient. How his heart still 
warmed to the surgeon who wouldn’t operate. 
And they should take kindly to the surgeon 
who said, ‘It is rather a good idea to regard 
the husband as one of the physical signs,’ and 


to the physician who wrote, ‘But you know her 
better than I do, and if you have any other 
view I hope you will let me know.’ 

The art of consultation was not simply a 
question of sending a patient away for a sec- 
ond opinion. It was the careful selection of the 
man who by training and temperament was 
the most suitable for the matter in hand. His 
position in the profession, his standing in his 
specialty, his skill, his appearance, his manner, 
and his gift of tongues had all to be consid- 
ered. When Dr. Abercrombie began in prac- 
tice they knew their men pretty well, for they 
met them in person at every opportunity. His 
partner made it perfectly plain to all his pa- 
tients that, if they wished, a consultation would 
immediately be arranged, but also that, if he 
himself felt the need of a second opinion, no 
objection should be offered. In that way, he 
had met many physicians and surgeons from 
hospitals other than his own, and had learned 
a great deal from them. 

ABSOLUTE EQUALITY. When a consultant 
and a general practitioner met, no matter how 
distinguished the one or how obscure or diffi- 
dent the other, they met on terms of absolute 
equality, the one to give, the other to receive, 
but not necessarily to adopt, the advice ten- 
dered. The consultant had to be careful here. 
He should be patient while the practitioner told 
his tale; he should not wave away, as of no 
account, the x-rays that had been brought; and 
he should not, with a brisk—‘Well, I don’t 
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think we need discuss this together, need we?’ 
—deprive the practitioner of the opportunity 
to consider what was to be said to the patient, 
before it was said. Beyond all doubt a consul- 
tation was of immense value to the general 
practitioner, for it afforded him priceless oppor- 
tunities of keeping up to date. 

Consultations were arranged, generally 
speaking, either for information or for action, 
though often of course for both purposes. Dr. 
Abercrombie then gave some admirable ex- 
amples of the first, often the ‘reassuring’, type. 
‘These men,’ he commented, ‘gave their opin- 
ions with absolute assurance. I may have had 
an idea, but their reasons were so convincing 
that they converted the idea into a certainty.’ 
Such opinions were first class; there was nothing 
woolly about them. He then recounted a rather 
different experience. 

‘A lady, 14 weeks pregnant, and her 4-year- 
old daughter simultaneously developed Ger- 
man measles. The mother knew all there was 
to be known at that time about pregnancy and 
German measles, and I immediately obtained 
confirmation of the diagnosis from a derma- 
tologist. Thence to an obstetrician, who, 
though clearly in favor of terminating the preg- 
nancy, asked that his opinion be confirmed by 
a colleague. The second was just as hesitant 
as the first, and I had finally to take her to a 
physician before the operation could be done. 
This physician simply said, “You can’t do any- 
thing else.” 

‘Often, of course, one got no help at all from 
a consultation. Harley Street, in his experience, 
was reluctant to confess itself stumped. ‘It 
would be better sometimes if it did, and the 
exceptions are refreshing.’ 

A CHANCE FOR THE COLLEGE. Cases of 
cancer of the breast were always distressing, 
for if at all possible there had to be a mu- 
tilating operation. The question was, ‘How 
much?’ and the practitioner would know his 
surgeons well enough to be able to forecast 
what operation any of them would recommend 
in an individual case. The practitioner’s re- 
sponsibility was not lessened but rather in- 
creased thereby. But at any moment now, it 
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seemed, continued Dr. Abercrombie, some 
pharmaceutical firm would announce a new 
drug for the treatment of cancer, and, if the 
history of antibiotics and of tranquilizers was 
any guide, that announcement would be fol- 
lowed within a matter of months by a dozen 
such discoveries. Their College would then 
have an immense opportunity if they were 
ready for it. ‘Have we a plan for the immedi- 
ate investigation of such new remedies?’ Their 
new building was to be alongside the Royal 
College of Surgeons and the Imperial Cancer 
Research Fund. They ought now, in anticipation 
of something revolutionary in the treatment of 
cancer, to have a consultation with those bod- 
ies, and prepare a scheme for assessing the 
value of the new therapy. 

‘No man should die of acute or obscure dis- 
ease without a consultation, Sir Clifford All- 
butt had said as long ago as 1889. They would 
notice he had not said, ‘without a second opin- 
ion;’ it was ‘without a consultation.’ That surely 
was a right and fundamental principle in the 
practice of medicine. They all saw from time 
to time exceedingly rare conditions, of which 
they had no previous experience—-so rare, per- 
haps, that even the specialist they proposed to 
call had never seen such a thing before. Even 
so, and no matter how confident they might 
be that they had arrived at the correct diag- 
nosis and had instituted the best possible treat- 
ment, they should always hold to the principle 
that no man should be allowed to die of acute 
or obscure disease without the benefit of a con- 
sultation. Allbutt, whose regard Sir James 
Mackenzie especially valued, had gone on to 
say—to the students at Charing Cross Hospi- 
tal—‘It is you touchy young men, just out of 
the schools, who give us the trouble—who 
bridle up at the suggestion of a consultation 
and declare that nothing more can be done.’ 

Modern investigations were not an unmixed 
blessing, and sometimes their specialist col- 
leagues were hypnotized by them. A physician 
had even refused to see a child patient with 
him outside his hospital, for fear that his opin- 
ion would be valueless before she was ‘investi- 
gated.’ Some years ago he had shown a child 
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with a congenital heart lesion to a consultant. 
The consultant told him that his hospital had 
just started a clinic for such cases, and his 
answers to a question or two convinced Dr. 
Abercrombie that he had temporarily lost sight 
of what might be best for his patient in the 
desire to add another case to the new venture. 
He had become for the moment a collector, and 
the patient a rare and interesting specimen. 

CAPTAIN OF THE TEAM. He had said that 
the family doctor received, but did not neces- 
sarily adopt, the advice given. He might feel 
convinced that a particular line should be taken, 
but be unable at first to find anyone to agree 
with him. He must then bide his time, advocat- 
ing his plan, here a little, there a little. The 
family doctor really came into his own when 
specialist opinions differed. In this dilemma, all 
looked to him to find the right solution, and 
he must take his courage in both hands and 
rise to the occasion. Heaven knew he would 
not always be right, but he would by that time 
have specialized on that particular patient to 
such an extent, and have thought so deeply 
about him, that he might fairly claim that his 
advice should be followed. What should be 
done in the not very uncommon situation when 
pathological investigations drew blank, x-rays 
were indecisive, and specialists uncertain? The 
family doctor must accept the responsibility 
and make a decision, and to do that he should 
state the problem to himself in the simplest 
possible terms. 

A great deal of the art of consultation could 
be very simply stated, said Dr. Abercrombie in 
conclusion. ‘Choose your man well, meet him 
yourself, remember that he is not infallible.’ 
A second opinion was a very poor substitute 
for a consultation. How much better to meet, 
to discuss, to agree, to explain to the patient 
and obtain his consent! It was now somewhat 
out of fashion to describe family doctors as 
the spearhead or backbone of the profession. 
Teamwork was the slogan; but he hoped they 
would agree with him when he said that if 
the family doctor was to be a member of the 
team he must be its brains and captain.” 

British Medical Journal (1958), 11, Pp. 1349-50. 
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Crohn’s Disease 

“1. One hundred and eight patients with 
Crohn’s disease have been studied. Of these, 
52 have been followed for more than 5 years 
and 30 for more than 10 years. 

2. The recurrence rate in patients who had 
symptoms for more than 2 years before opera- 
tion, and have been followed up for more than 
5 years subsequently, was 65 percent. 

3. When the history before operation was 
less than one month, nearly all patients made 
a permanent recovery, only 12 percent having 
suffered a recurrence. 

4. When the history before operation is be- 
tween 1 month and 2 years, 22 percent of the 
patients followed more than 5 years developed 
a recurrence. 

5. In two-thirds of the recurrences, symp- 
toms of recurrence commenced within a year 
of operation. 

6. Once the disease has recurred, it is un- 
likely to be brought permanently under control 
by medical or surgical means. 

7. There is a relationship between Crohn’s 
disease and ulcerative colitis. Several examples 
of this relationship have been encountered and 
reported. 

8. When obstruction or fistula complicate 
the disease, operative treatment is indicated. 
In this series there is nothing to indicate the 
superiority of resection in one or two stages, 
short-circuiting, or short-circuiting with exclu- 
sion of the diseased segment.” 

A. V. POLLOCK 


The British Journal of Surgery (1958), 
Vol. XLVI, No. 197, P. 206. 


Diabetes in Industry 


“A small percentage (1.3 percent) of osten- 
sibly normal workers developed clinically sig- 
nificant diabetes mellitus. A careful family his- 
tory might have made possible the exclusion 
of approximately one-fourth (27.9 percent) of 
these individuals from employment. Exclusion 
on this basis would, however, undoubtedly have 
led to the refusal of employment to many others 
who did not develop clinically significant dia- 


MEDICAL TIMES 


4 
i 
7 
J 
¥ 


betes—how many was not determined in this 
study. 

Fortunately, more than three-fourths of these 
cases appeared after forty years of age. Work 
assignments had usually become stabilized and 
were not incompatible with the diabetic state. 
The advent of insulin therapy in a few instances 
was thought to warrant restriction of individu- 
als from driving company vehicles or working 
about heavy or potentially hazardous machin- 
ery. A number of conscientious diabetics could 
probably work safely even under such circum- 
stances. It is a terriffic responsibility, however, 
for any plant physician to approve such assign- 
ments. Fortunately, the problem arose surpris- 
ingly infrequently. Restriction of work assign- 
ment was sometimes necessitated by concomit- 
ant vascular disease. In these instances, the re- 
strictions were no different from those imposed 
on workers with similar vascular disease, but 
without diabetes. 

Much of the data point up the importance 
of an adequate occupational health program. 
Early detection of asymptomatic cases was most 
frequently the result of periodic health exami- 
nations. Proper education of the diabetic (as 
a part of an overall health education program) 
is important. Cardiovascular-renal disease was 
more common among those not receiving in- 
sulin even though control seemed adequate at 
the time of periodic health audits. Obesity was 
more common among those requiring insulin 
therapy. The findings and conclusions are re- 
markably similar to those of Brandaleone and 
Friedman. 

We believe the data do provide useful clues 
to job placement of younger diabetics seeking 
employment. Diabetics should not be hired 
where normal advancement requires rotation 
through assignments necessitating the operation 
of motor vehicles, fast-moving or heavy ma- 
chinery. Nor should shift work be essential in 
the course of their careers. Failure to assume 
a fair share of the ‘graveyard’ shift is not looked 
upon favorably by fellow workers. The desire 
of most shift workers to rotate at relatively 
short intervals (one or two weeks) makes an 
adjustment of eating and insulin schedules com- 


(VOL. 87, NO. 8) AUGUST 1959 


plex and incompatible with optimal diabetic 
control. 

On the other hand, diabetes does not preclude 
productive employment as evidenced by the ex- 
perience reported in this study. Physicians re- 
sponsible for the control of young diabetics, 
however, would do well to counsel them on the 
choice of careers, keeping in mind the limita- 
tions outlined above. 

1. Diabetes was present among 266, or 1.3 
percent, of approximately 20,000 petroleum 
workers. 

2. The diagnosis was more common in the 
older age groups. 

3. Approximately 80 percent of the cases 
were asymptomatic when discovered. 

4. A family history of diabetes was elicited 
in only 27.9 percent of these workers. 

5. In 74 percent of the cases, insulin therapy 
was required for control. 

6. In 55.3 percent of the cases, control was 
considered ‘good’ or ‘excellent’ while 37.5 per- 
cent were only ‘fair’ or ‘poor.’ 

7. Clinically significant cardiovascular-renal 
disease was present in 29.8 percent of the work- 
ers (26.6 percent of those receiving insulin and 
39.0 percent of those not receiving insulin.) 

8. Obesity (15 percent or more in excess of 
Metropolitan Life Insurance Company stand- 
ards) was present in 31.1 percent of the cases 
(33.0 percent of those on insulin therapy and 
25.6 percent of the remaining group). 

9. A wide variety of job assignments was 
carried on satisfactorily by these workers. 

10. Restrictions because of the diabetes were 
limited to ten workers (3.2 percent of the total 
group) receiving insulin. These restrictions 
usually precluded the driving of company ve- 
hicles and the operation of fast-moving or heavy 
machinery. 

11. Restrictions because of concomitant 
cardiovascular-renal disease were more com- 
mon (twenty-three employees, or 7.3 percent 
of the group). These restrictions were the same 
as in instances of cardiovascular-renal disease 
not complicated by diabetes. 

12. Those responsible for the care of young 
diabetics might well counsel them to prepare 
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for vocations where the operation of machines, 

shift work, etc., is not important at the time 

of employment or during the subsequent course 
of advancement.” 

LEO WADE 

Diabetes, Vol. 8, No. 2, Pp. 147-48. 


Magnesium Depletion in Man 

“1. Observations in 12 patients suddenly de- 
veloping psychiatric and neuromuscular symp- 
toms have revealed evidence suggesting a rela- 
tionship between these symptoms and a deple- 
tion of the total body magnesium. 

2. Nine patients demonstrated significant 
depressions of the serum magnesium concen- 
trations, and all demonstrated low serum cal- 
cium values. 

3. Administration of magnesium by the par- 
enteral route or in the diet was associated with 
clinical improvement. This, on occasion, was 
dramatic. In several instances, abnormal elec- 
troencephalograms and electrocardiograms im- 
proved following therapy. Calcium administra- 
tion alone failed to correct the neuromuscular 
disorder in two of these patients, and may 
actually have intensified the symptoms. 

4. Magnesium administration usually re- 
sulted in a markedly positive magnesium bal- 
ance, On occasion associated with significant 
increases in the serum calcium concentration 
and in the renal excretion of calcium. 

5. Underlying clinical features, probably 
concerned in the etiology of the presumed mag- 
nesium depletion, were severe malnutrition and 
usually some source of fluid and electrolyte 
loss, such as vomiting or diarrhea. Excessive 
renal excretion of magnesium, observed in one 
patient, is thought to have been related to a 
state of potassium depletion. 

6. While it is not clear how magnesium de- 
pletion produces symptoms, considerable evi- 
dence suggests that an intracellular depletion 
of this ion is of primary significance. 

7. Increased awareness of the clinical im- 
portance of magnesium and improved technics 
for studying the distribution and function of 
this ion will undoubtedly clarify the precise role 
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of the magnesium ion in disease states. At the 
present time, however, it is clinically important 
to recognize the possibility of magnesium de- 
ficiency as a causative factor in disturbances 
of neuromuscular and central nervous system 
activity, particularly in patients with malnutri- 
tion due to any cause.” 

RUSSELL E. RANDALL, JR., ELSIE C. 

ROSSMEISL and KENNETH H. BLEIFER 
Annals of Int. Med. (1959), Vol. 50, No. 2, Pp. 280-81. 


Clinicopathologic Study of Thirty-Three 
Fatal Cases of Asian Influenza 

“This series represents a limited sample of 
deaths associated with Asian-strain influenza. 
The group was weighted in favor of younger 
persons dying suddenly and unexpectedly in 
the course of the epidemic. Older, chronically 
ill persons with protracted illnesses were less 
likely to be investigated on a medicolegal basis. 
The striking uniformity of the gross pulmonary 
findings may be somewhat exaggerated since 
the initial contact with these cases was at the 
time of autopsy, and in the absence of a his- 
tory of influenzalike illness (a frequent occur- 
rence in sudden deaths investigated by the 
Cuyahoga County Coroner’s Office), aware- 
ness of the possible presence of influenza de- 
pended upon recognition of typical morpho- 
logic findings. The series does represent, how- 
ever, a heterogeneous collection of persons 
whose deaths were related to influenza and in 
whom postmortem inflammatory and vascular 
changes in the upper and lower respiratory tract 
differed considerably from those found in pa- 
tients dying of pneumonia in interepidemic 
periods. 

Asian-strain influenza was responsible for 
deaths in all age groups and equally in both 
sexes. The apparent preponderance of younger 
persons is based on a bias in the selection of 
cases. 

Previously healthy as well as chronically ill 
persons were stricken. None had received 
Asian-influenza vaccine. The fulminant course 
in young, sound persons was similar to that 
so vividly described in the 1918 pandemic, in 


MEDICAL TIMES 


ab 
| 
| 
; 
4 
7 


subsequent epidemics in this country in 1940 
and in the United Kingdom in 1951. Several 
recent reports of deaths associated with Asian 
influenza stress the rapidly lethal course of the 
disease. Particularly striking in this regard 
were 3 young patients in the present series who 
sought medical aid at hospital emergency wards 
early in their dlness. They were sent home on 
symptomatic therapy and returned moribund 
to the hospital shortly thereafter, dying within 
a few hours. 

Convulsive seizures and coma without lo- 
calizing signs occurring after several days of 
mild respiratory symptoms characterized the 
clinical course in 4 children. Virus was iso- 
lated from the respiratory tract in 2 of the 4, 
though not from brain suspensions in 3 cases 
in which tissue was available. Postmortem ex- 
amination disclosed only cerebral edema and 
congestion, with no evidence of encephalitis. 
Similar findings have been observed by others 
in the recent pandemic. In such cases the desig- 
nation “encephalopathy” is preferable to “en- 
cephalitis.” In none of the cases reported in 
the literature or in this series are there any 
changes that satisfy the criteria for a diagnosis 
of encephalitis. The manner in which the nerv- 
ous system is involved remains unknown. 

The nature and severity of the pulmonary 
lesions in this series are comparable with those 
seen in the pandemic of 1918 and in some sub- 
sequent epidemics and those observed by others 
in the recent pandemic. Hyaline membrane, 
now generally regarded as a non-specific find- 
ing, was relatively more frequent in pneumo- 
coccal and sterile cases than in staphylococcal 
ones. 

Quite naturally, the major pathologic inter- 
est in influenza has been focused in the bulky, 
airless, hemorrhagic and edematous lungs and 
the inflamed necrotic air passages. However, 
changes in other viscera are not rare. Although 
the nonrespiratory complications of influenza 
are perhaps generally of lesser clinical interest 
or significance, in some patients severe involve- 
ment of a vital organ—for example, the heart 
—may contribute to or be responsible for 
death. The frequency and intensity of these 
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lesions indicate that influenza must be viewed 
as something more than a purely respiratory 
infection. 

Thirteen cases showed acute myocardial in- 
volvement. In 3 the lesion was confined to the 
myocardial arterioles, and in 10 the process 
involved the interstitium and muscle fibers in 
varying degrees. Acute myocarditis in influenza 
A infections was reviewed by Finland et al. in 
1945. They reported 2 cases of nonbacterial 
myocarditis with isolation of virus from the 
lungs. No attempt was made to isolate influ- 
enza virus from heart muscle. Although virus 
was obtained from myocardial suspension in 
1 of 14 cases reported here, the histologic 
changes in the virus-positive tissue were con- 
fined to the arterioles. Attempts to isolate 
virus from hearts exhibiting acute inflammatory 
lesions were unsuccessful. The course of the 
illness and the morphologic changes in Case 
2 described by Finland and his associates, ex- 
cept for myocardial scarring, resemble those in 
several of the cases in the present series. The 
absence of scarring may be related to brief 
duration and fulminant course of illness. 
Pearce and Lange have shown that the experi- 
mental production of viral myocarditis in ani- 
mals is enhanced by anoxia. This observation 
may bear upon the frequent occurrence of myo- 
carditis associated with fulminant influenza. 

Hemolytic staphylococci were the most com- 
mon organisms isolated from the lungs in the 
present series. Although it is true that the 
staphylococcus has a greater capacity to invade 
the bronchopulmonary tree after death and that 
its growth on artificial mediums and identifi- 
cation are quite simple as compared to that of 
H. influenza or the pneumococcus, its role in 
the recent Asian-influenza pandemic is un- 
doubtedly real and similar to that seen in the 
epidemic in Boston in 1940. 

The interpretation of “sterile” cases is diffi- 
cult since 8 of the 9 patients were treated with 
antibiotics. However, in most, the amount of 


therapy received was small. Fulminant influ- 
enzal pneumonitis without superimposed bac- 
terial infection does occur. Because of the like- 
lihood of bacterial contamination in the collec- 
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tion of specimens in the autopsy room and the 
factor of postmortem invasion, the number of 
sterile cases is probably underrepresented. 

The features of extrapulmonary virus isola- 
tions have been described in detail elsewhere. 
Every effort was made to collect tissue samples 
under aseptic conditions to avoid the risk of 
viral contamination of viscera. 

No conclusions can be drawn concerning the 
management of influenza or its sequelae from 
this series. However, influenza and its at- 
tendant complications may take so rapidly fatal 
a course that death supervenes within a few 
hours after the onset of clinical symptomatol- 
ogy. In such cases the opportunity to institute 
effective therapy is precluded by the brevity of 
the ante-mortem interval. The administration 
of influenza vaccine seems to be strongly in- 
dicated as the only available means for de- 
creasing this type of mortality.” 

ROBERT OSEASOHN, LESTER 
ADELSON, and MASARO KAJI 


The New England Journal of Medicine, (1959), 
Vol. 260, No. 11, Pp. 516-18. 


The Natural History of Esophageal Varices 


“An analytical study has been made ‘of the 
clinical course, uninterrupted by surgery, of 
115 cirrhotic patients in whom the diagnosis 
of esophageal varices was established prior to 
any bleeding. These patients have been fol- 
lowed up for intervals varying from one to six 
years, average 3.3 years. 

Of the 115 patients, forty-one were living 
and seventy-four were dead at the time the 
data were assembled. Thirty-three (28.6 per- 
cent) had bled. There were twenty (17.3 per- 
cent) who died of exsanguination, thirty-one 
(26 percent) who died of hepatic failure, and 
twenty-three (20 percent) who succumbed to 
unrelated causes. Eleven (9.5 percent) died 
of exsanguination during the first episode of 
bleeding. Approximately 90 percent of the 
deaths from liver disease occurred within two 
years after varices were diagnosed. 

Knowledge of these aspects of the natural 
course of such patients is necessary before it 
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is possible to know what must be accomplished 
by routine prophylactic shunt surgery in order 
to establish the validity of this surgical policy. 
Inasmuch as the essential difference in the 
objective of this policy over the practice of re- 
serving surgery for those patients who have 
bled is directed toward preventing the mortality 
from the first hemorrhage, this becomes the 
most important datum in this study. It is esti- 
mated that by the time all 115 patients are 
dead between 10 and 15 percent will have died 
of first hemorrhage. This, then, is the ultimate 
possible goal of achievement, against which 
must be balanced the mortality, failures and 
complications of routine prophylactic decom- 
pression surgery. It does not seem that at pres- 
ent routine prophylactic decompression surgery 
offers any definite advantage to the patient. If 
further experience reveals (1) criteria for de- 
termining those patients most likely to bleed; 
(2) that the overall surgical mortality can be 
lowered to approximately 5 percent; (3) that 
surgery prevents bleeding in nearly all patients 
over a period of years; (4) or if it is shown 
that there are serious remote untoward effects 
of hemorrhage on the course of the disease, this 
conclusion may well be unwarranted.” 
LYLE A. BAKER, CLIFFORD 
SMITH, and GERALD LIEBERMAN 


The American Journal of Medicine (1959), 
Vol. XXVI, No. 2, Pp. 235-36. 


Varied Clinical Manifestations 
of Coxsackie Virus Infections 


“Morbidity reports made to the state and 
local health officers during the late summer of 
1956 revealed the occurrence of an epidemic 
of Bornholm disease in and around Shasta 
County, Calif., and the occurrence of small 
outbreaks of sporadic cases in various other 
parts of the state. Inquiries showed that, in 
addition to epidemic pleurodynia (Bornholm 
disease), there occurred a number of cases of 
aseptic meningitis, apparently arising as a com- 
plication of the antecedent pleurodynia, and a 
small number of cases of aseptic meningitis 
without any prior history of pleurodynia or 
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myalgia. It is of interest that not only was 
clear-cut evidence obtained that a Coxsackie 
virus was responsible for these diverse clinical 
manifestations but also only a single immuno- 
logic type, namely Coxsackie B-5, was in- 
volved. 

The studies summarized in this paper pro- 
vide additional evidence incriminating the 
Group B Coxsackie viruses as the probable 
etiologic agents in at least some cases of acute 
benign pericarditis. An interesting finding is 
that all seven cases reported here as well as 
the one described by Weinstein and which we 
had the privilege of studying, occurred in males. 
This preponderance of males in the sex inci- 
dence of pericarditis has been remarked upon 
by others. In three of the patients described 
herein pleural effusion was a concomitant of 
pericarditis. 

The experience recorded here shows rather 
clearly, in our estimation, that infection with a 
Coxsackie virus may be expressed clinically in 
the form of one or another of several syndromes 
or as a composite combining several of their 
major features. It is unclear why infection 
should express itself as a pleurodyneal affair in 
one patient and as a pure aseptic meningitis 
in another and why one patient with pleurody- 
nia should develop a meningitis seemingly as 
a complication whereas another responds with 
an involvement of the pericardium. The ques- 
tion as to what the host factors might be that 
determine the pattern in which the infection will 
ultimately express itself clinically forms the 
basis for some interesting speculation and 
study. At the moment, age seems to represent 
one such possible factor. So far as we are 
aware, myocarditis due to Coxsackie virus has 
been reported primarily in infants, whereas 
pericarditis seemingly affects chiefly adults. 
Whether the age factor here is more apparent 
than real remains to be seen. Again, with re- 
spect to age, the observations of some workers 
suggest that in some situations pleurodynia is 
commoner in adults than in children, whereas 
infection in children more commonly manifests 
itself as an aseptic meningitis. On this basis, 
the clinical pattern of an epidemic of Group B 
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Coxsackie virus infections would be influenced 
or determined by the age distribution of sus- 
ceptible persons within the community. In a 
community with little or no prior exposure to 
Coxsackie virus, a large proportion of suscep- 
tibles would be adults and the epidemic would 
be primarily one of pleurodynia. Conversely, 
in an area where a large part of the adult popu- 
lation is immune, as a consequence of prior 
exposure, the epidemic would involve primarily 
children and the ‘symptoms would generally be 
milder; myalgia and pleurodynia would not be 
a prominent feature.” Our own observations 
on this interesting aspect are inadequate to con- 
tribute any significant information.” 
ROBERT B. GORDON, EDWIN H. 
LENNETTE, RACHEL S. SANDROCK 
A.M.A. Arch. Int. Med. (1959), Vol. 103, No. 1, P. 73. 


A Controlled Trial of Streptomycin with 
Different Doses of Para-Aminosalicylic Acid 


“All the 115 patients in the Medical Re- 
search Council’s third controlled clinical trial 
of chemotherapy in the treatment of pulmonary 
tuberculosis have now been followed for five 
years or until death. The patients, who were 
young adults with acute, bilateral, and pro- 
gressive pulmonary tuberculosis of recent ori- 
gin, were treated in hospital for six months, 
and were allocated at random to a three-month 
course of chemotherapy consisting of strepto- 
mycin | g. daily, in combination with p-amino- 
salicylic acid (PAS), sodium salt, in dosages 
of 20 g. daily (42 SP 20 patients), or of 10 g. 
daily (39 SP 10 patients), or of 5 g. daily (34 
SP 5 patients). 

On entry to the trial there were rather more 
patients severely ill in the SP 10 series, and 
rather fewer in the SP 5 series, than in the 
SP 20 series. After the first three months there 
were slight differences in subsequent treatment, 
which probably reflect the differences in the 
initial clinical conditions of the patients in the 
three series. About two-thirds of the patients 
had some form of collapse therapy or resec- 
tion during the five years; about two-thirds 
received further chemotherapy, for an average 
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duration of just under eight months, usually 
in several short courses. 

By the end of five years 19 percent of the 
SP 20, 26 percent of the SP 10, and 21 per- 
cent of the SP 5 patients had died; 66 per- 
cent of the SP 20, 45 percent of SP 10, and 
62 percent of the SP 5 patients, had quiescent 
or arrested disease. The less satisfactory re- 
sults in the SP 10 series are probably a conse- 
quence of the initial clinical differences. 

By the end of the first six months 15 per- 
cent of the SP 20, 35 percent of the SP 10, 
and 52 percent of the SP 5 patients had de- 
veloped streptomycin - resistant strains; these 
differences were not reflected in the outcome 
over the five-year period. 

The outcome of the disease was less favor- 
able in patients who had extensive cavitation, 
high pyrexia, or a high erythrocyte sedimenta- 
tion rate, on admission to the trial. It was also 
less favorable in patients who failed to improve 
radiographically, who remained bacteriologic- 
ally positive, or in whom the temperature or 
sedimentation rate failed to respond at the end 
of three months. 

The five-year progress of the 42 patients in- 
itially treated with streptomycin plus PAS (so- 
dium) 20 g. in this trial was closely similar 
to that of the 53 like patients treated similarly, 
one year earlier, in the second Medical Re- 
search Council trial. 

The patients in this third trial all started 
treatment more than seven years ago, and, 
judged by present standards, they were in- 
adequately treated. The long-term efficacy of 
present treatment, however, can only be as- 
sessed in comparison with the long-term find- 
ings in series such as that reported here.” 
WALLACE FOX and IAN SUTHERLAND 

The Quarterly J. of Med. (1959), 
Vol. XXVIII, No. 109, Pp. 94-95. 


Growth Suppression in Asthmatic Children 


“The linear growth retardation observed in 
the asthmatic children receiving prednisone and 
methylprednisolone can be logically attributed 
to steroid therapy. It first appeared at the time 
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of onset of sucn therapy. The degree of in- 
hibition was roughly proportional to the aver- 
age dosage employed. Cessation of therapy or 
reduction of average dosage below the critical 
growth-suppressive level was followed by the 
appearance of a normal or accelerated growth 
rate. 

Chronic asthma and inanitition have been 
reported to be associated with growth suppres- 
sion, but there is little evidence that these fac- 
tors were responsible for growth suppression 
in the corticosteroid-treated children described 
here. In general, before corticosteroid therapy 
asthma was severe and growth was normal; 
whereas during therapy asthma and nutrition 
were improved and growth was retarded as 
long as sufficient streoid was given. Observa- 
tions of the growth of fifty-two patients with 
asthma sufficiently mild to require no steroid 
therapy indicated essentially normal growth. 

Evidence derived from studies of experi- 
mental animals has indicated that adrenal cor- 
tical hormones suppress linear growth through 
inhibition of epiphyseal cartilage cell prolifera- 
tion and that this effect is antagonistic to the 
skeletal effect of pituitary growth hormone. A 
direct inhibitory effect on growth of fibroblasts 
in tissue culture has also been shown. This 
growth-suppressive effect “may be attributable 
to a protein catabolic effect, to inhibition of 
protein anabolism, or merely to excessive with- 
drawal of amino acids from the metabolic pool 
for the purpose of gluconeogenesis.” Moon 
facies has been observed frequently in children 
with growth suppression associated with corti- 
costeroid therapy. 

The critical growth-suppressive dosage of 
prednisone in the patients reported here was 
5.1 mg. per square meter of body surface per 
day; the critical growth-suppressive dosage of 
cortisone in the patients reported by Blodgett 
and associates was 45 mg. per square meter 
of body surface per day. These two figures 
were derived in different groups of patients by 
different observers, and it is therefore hazard- 
ous to compare them. Since prednisone is only 
four to five times more potent than cortisone 
as a therapeutic agent, however, any indication 
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that it may be nine times more potent than 
cortisone as a growth-suppressive agent should 
be confirmed or disproved by further study. 

It seems essential to follow carefully the 
growth of children receiving prolonged steroid 
therapy. Dosage should be reduced below 
growth-suppressing levels sufficiently often to 
permit recovery of any growth lost. This must 
be done before the age when further skeletal 
growth is precluded by closure of skeletal 
epiphyses.” 

THOMAS E. VAN METRE, JR. 
and HERMAN L. PINKERTON 


The Journal of Allergy (1959), 
Vol. 30, No. 2, P. 112. 


Bananas as a Low-Sodium Dietary Staple 


“Sodium is a trace element in bananas. The 
mean sodium content was found to be 0.41 
microgm. per gram, or approximately 0.002 
milliequiv. per banana—a negligible amount. 
Although the sodium content of fruit grown 
under ordinary conditions differs slightly, the 
total content is so low that these variations 
are quantitatively insignificant. Fruit obtained 
from a plot that had been heavily fertilized, 
however, has a significantly higher content, 
4.27 microgm. per gram. These data indicate 
that variation in conditions of growth can po- 
tentially affect the mineral content of this fruit. 
But even this increase in sodium yields abso- 
lute values that are insignificant from a nutri- 
tional point of view; moreover, these bananas 
were cultivated under experimental conditions 
that are most unlikely to exist for fruit obtained 
commercially. 

The potassium content of all the bananas 
analyzed suggests a normal distribution; there 
was little variation in fruit grown in any type 
of soil, under conditions of heavy fertilization 
or in the different varieties of fruit. 

The use of this fruit as a dietary staple has 
long been accepted in medicine: the average 
100-gm. banana provides 100 calories and 
contains 23 gm. of carbohydrate, 1.5 gm. of 
protein and less than 0.5 gm. of fat; the vita- 
min content of the fruit is high. Bananas and 
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protein milk often constitute the routine dietary 
treatment of growing children with celiac dis- 
ease. Banana diets have also been prescribed 
for adults in the treatment of obesity. The 
present data indicate that bananas have been 
found suitable as the staple portion of low- 
sodium diets. 

With the use of 10 bananas as the staple 
portion of the diet, supplemented with 1.5 
liters of the recently developed low-sodium 
milk, which is prepared by ion exchange, it is 
possible to obtain a palatable and nutritious 
low-sodium diet providing 1980 calories, 62 
gm. of protein and an average sodium content 
of 3.02 milliequiv., of which only 0.02 millie- 
quiv. is derived from the fruit. The diet is 
best served in three equal portions for the main 
meals, with a light snack at bedtime. One can 
achieve variation in the diet by combining the 
milk and bananas to make a milk shake, which 
can be sweetened with granulated sugar, with- 
out adding to the sodium content significantly. 
It is also possible to cook the bananas if this 
is desired. The diet is well accepted gastro- 
nomically by patients.” 

WARREN E. C. WACKER, MARVIN 
MARGOSHES, ANTHONY F. BARTHELOMAY, 
and BERT L. VALLEE 


The New England Journal of Medicine (1958), 
Vol. 259, No. 19, Pp. 902-903. 


Aortitis and Aortic Regurgitation 
Associated with Rheumatoid Spondylitis 


“Aortitis and aortic insufficiency were found 
in eight patients during the course of examina- 
tions made in 265 patients with rheumatoid 
spondylitis. There was no evidence of syphilis 
in any of the eight patients, a questionable his- 
tory of rheumatic fever in one, and evidence 
of peripheral rheumatoid arthritis in five. 

Rheumatoid spondylitis was diagnosed on 
the basis of typical roentgen changes in the 
sacroiliac joints, and aortic insufficiency by a 
diastolic murmur heard over the aortic valve 
area and along the left sternal border by at 
least two observers. 

In addition to the diastolic murmur of aortic 
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insufficiency and the wide pulse pressure, the 
following cardiac manifestations were noted: 
left ventricular enlargement, first degree A-V 
block, left bundle branch block, Wenckebach’s 
phenomenon, substernal pain suggestive of cor- 
onary insufficiency, pericarditis and congestive 
heart failure. Pathological examination showed 
the following types of lesions in the two cases: 
(1) dilated incompetent aortic valves; (2) 
shortened, thickened aortic valve cusps with 
rounded margins but with no evidence of 
fusion; (3) a dilated aorta with the intima 
wrinkled, thickened, and covered with pale 
non-calcified plaques; (4) patchy destruction 
of the elastica of the media with replacement 
by fibrous tissue; (5) endarteritis obliterans 
of the vasa vasorum of the tunica externa as- 
sociated with perivascular infiltration and 
fibrosis; and (6) absence of any significant 
damage to the other valves of the heart. These 
changes were most prominent at the base of 
the aortic valve cusps and the ascending por- 
tion of the aorta. In one case the gross changes 
extended to the level of the renal arteries. 
The findings in these two cases and a review 
of those previously reported indicate a specific 
relationship between rheumatoid spondylitis 
and this type of aortitis.” 
ELAM C. TOONE, JR., EDWIN L. PIERCE, 
and GORDON R. HENNIGAR 


The American Journal of Medicine (1959), 
Vol. XXVI, No. 2, P. 262. 


New Drugs for the 
Treatment of Hypertension 


“1. All the antihypertensive drugs, with the 
exception of chlorothiazide, appear to be ‘non- 
specific’ in that they cause similar hypotensive 
responsive in normotensive and in hypertensive 
individuals. 

2. Reduction of arterial pressure, even by 
such ‘nonspecific’ agents, appears to be a bene- 
ficial if not a life-saving procedure in many 
hypertensive patients, particularly those with 
an accelerated phase or a ‘malignant’ crisis. 

3. Additive if not synergistic effects can be 
produced by combining antihypertensive drugs, 


or by using them in combination with splanch- 
nicectomy. 

4. A tendency—if not an innate trait—to 
hypertension seems to exist in most hyperten- 
sive patients, since almost uniformly they be- 
come hypertensive again when all therapy is 
stopped. 

5. This trait or tendency apparently is the 
explanation for the mobilization of counter- 
acting mechanisms to the hypotensive effects 
of drugs, and explains why the blood pressure 
overshoots when some of the drugs are stopped. 

6. Although several drugs in combination or 
in larger doses may be necessary to lower a 
hypertensive’s blood pressure to satisfactory 
levels, it is often possible after some months 
to maintain such lower levels on considerably 
less medication than was required to obtain 
them initially. 

7. Serotonin may play a role in hyperten- 
sion; but it is not clear whether and how the 
antihypertensive effects of reserpine, BAS or 
iproniazid are connected with their effects on 
serotonin. This latter needs more study. 

8. Ganglionic blocking agents are slowly be- 
ing replaced in the drug treatment of hyper- 
tension except as a last resort in very critical 
or very resistant cases. 

9. For the usual ambulatory hypertensive 
patient a persistent, long-term trial of conser- 
vative doses of Rauwolfia, veratrum, hydra- 
lazine, and chlorothiazide in combination, if 
and as necessary, will be reasonably successful. 

10. High blood pressure of serious degree is 
harmful, and it can and should be moderated 
in almost every case. After rarer causes of hy- 
pertension (such as coarctation of the aorta, 
renal disease, and adrenal tumors with hyper- 
adrenalism or hyperaldosteronism) have been 
ruled out, antihypertensive drug treatment 
should be given with determination to lower 
blood pressure gradually in every patient in 
whom the family history and the course of the 
disease indicate that a shortening of life or a 
period of invalidism is likely without treat- 
ment.” 

ROBERT W. WILKINS 
Annals of Int. Med. (1959), Vol. 50, No. 1, Pp. 9-10. 
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Polyhydramnios and Oligohydramnios 

“There is clearly no simple solution to the 
problems of the origin and fate of liquor amnii. 
From the evidence available it seems certain 
that each function is covered by more than one 
mechanism, and that the relative importance 
of different mechanisms changes with the 
progress of pregnancy. 

Our clinical observations lead us, so far as 
late pregnancy is concerned to disagree with 
Plentl and Gray’s statement that “Fetal mic- 
turition and deglutition play, at most, a very 
subordinate role in the physiology and physio- 
pathology of the amniotic fluid.” The exact 
place of these mechanisms in normal physiology 
remains to be decided, but failure of one or 
other of them is practically always associated 
with a disturbance of liquor volume. Provided 
the other mechanisms for the production and 
absorption of liquor are operating normally, 
pathological conditions of the fetus which are 
incompatible with fetal micturition cause oligo- 
hydramnios while lesions which prevent the 
fetus swallowing and absorbing liquor from the 
intestine result in polyhydramnios. Moreover, 


irrespective of their cause, oligohydramnios re- 
tards fetal growth and polyhydramnios encour- 
ages it. 

The conclusion of Hutchinson et al., from 
their isotope experiments, that the rate of water 
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exchange is independent of liquor volume may 
offer a basis of explanation for some of the 
apparent contradictions between the findings 
of clinicians and those of experimentalists. The 
actual volume of liquor at one time may not 
be determined by its rate of renewal and re- 
moval. Fetal swallowing and voiding could 
hardly be responsible for the enormous turn- 
over of water which is suggested by those work- 
ing with tracer substances, yet these two mech- 
anisms do seem to be of vital importance to 
the control of the volume of liquor amnii found 
in late pregnancy. This raises the idea of a 
pool of fluid, the volume of which is largely 
though not entirely controlled by a relatively 
simple “tap” inflow (fetal micturition) and a 
“drain” outflow (fetal deglutition), with its 
molecules meanwhile constantly diffusing in 
and out of the maternal and fetal circulations. 
It is a concept which, although highly conjec- 
tural, might reconcile apparently valid clinical 
observations with the results of the radioactive 
isotope experiments so far reported. Failing 
such a reconciliation, however, well docu- 
mented clinical happenings cannot be ignored 
merely because they do not tally with experi- 
mental findings.” 
T. N. A. JEFFCOATE, and J. S. SCOTT 
The Canadian Medical Association Journal (1959), 
Vol. 80, No. 2, P. 85. 
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DO YOU REMEMBER WHEN ... 


The appearance of smallpox created a panic? 

You were first vaccinated and whether the vacci- 
nation was done by the scarification or multiple 
pressure method and whether you had fun easing 
the scab off? 

Smallpox vaccine was really vaccine, i.e., potent 
calf’s lymph, and not, shall we say, “ovine,” i.e., 


SMALL-POX TROUBLES IN MILWAUKEE, WISCONSIN—RESIDENTS OF FOREIGN BIRTH RESIST THE TRANSFER 
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grown on embryonated eggs or in chick tissue cul- 
tures? 
Women were first vaccinated on the thigh? 
Thousands of cases of smallpox occurred in the 
Michigan-Optario area in the winter of 1924-25? 
You saw your first case of smallpox? (That is, if 
you have ever seen an instance of this disease.) 
Calf's lymph vaccine became contaminated with 
tetanus spores? 


When several instances of smallpox occurred in 
the Bellevue-Willard Parker Center (1947) and more 
than six million New Yorkers were vaccinated as 
the result of this outbreak? 

When in the course of that vaccination episode 
an entrepreneuse in Harlem who ran a restaurant, 
offered “free vaccination” with a meal, and the 
inspectors found the * vaccine” was water right from 
the tap? 


OF PATIENTS TO THE ISOLATION HOSPITAL. Photo: Culver Service, N.Y.C. 
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Spendthrift Heirs 


THOMAS PARKER, M.D. 
Greenville, South Carolina 


From time to time, MEDICAL TIMEs will publish 
addresses, essays, etc., which have little or nothing 


to do with experimental or clinical medicine, but 
which do raise issues which are of contemporary 


importance. 


In his address entitled “Spendthrift 


Heirs,” Dr. Parker has raised certain points, which 
in his mind, and also in the minds of many Ameri- 
cans have fundamental meanings, relative to our 
current existence. 


ae societies exist to protect 
the things which are good in our heritage. Of 
course, not all things which we have inherited 
from the past are good. Because patriots em- 
phasize the things which they consider to be 
good, they are often called reactionary and 
opposed to all change. However, a true patriot 
is not opposed to all change; he is opposed 
to change for the worse. He is opposed to 
change simply for the sake of change; and he 
has respect for his ancestors because he knows 
that whereas their field of knowledge was dif- 
ferent from his field of knowledge, their in- 
telligence was as great as his. As it has been 
expressed occasionally, “our ancestors were not 
all fools.” James C. Ingebretsen says, “To for- 
get the past is to cut the fruit from its roots, 
whereupon the fruit withers and a civilization 
dies. The faith of our fathers must be living 
still, lest, in losing it, we lose all.” 

In order to preserve what is good in our heri- 
tage we must understand the basic principles 
involved. We must realize what our ancestors 
tried to establish in this country—what they 
came from in coming here, and what they came 
to. We must understand the basic principles 
involved and be guided by grounds of princi- 
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ple and right and wrong, because in our com- 
plex world the details are too many to be 
mastered. 

It is fashionable these days to speak of 
Russia as being our enemy, and indeed the 
Communists are our enemies. Even more im- 
portant than this, however, is the realization 
of the fact that our real enemy is what the 
Communists stand for, their principles. One 
basic Communist principle is that the individual 
exists for the state, and not the state to serve the 
individual. I will mention but not develop the 
thought at this time that by the state we refer 
to the governmental bureaucracy, and that there 
is a governmental bureaucracy in every coun- 
try, the United States of America as well as 
the Union of Soviet Socialist Republics. But 
as regards the Russians, the enemies of Ameri- 
ca are the principles of Communism and the 
Communist bureaucracy, not the enslaved Rus- 
sian people. 

We should realize that when our ancestors 
left the Old World and came to the New World 


Delivered before the Annual General Conference of the 
Daughters of the American Revolution, Columbia, South 
Carolina, March 10, 1959. 
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they were in search of freedom. In particular, 
they were in search of freedom from the state. 
Many of those who fled from Germany, fled 
trom forced military service. Many who fled 
from England, fled from the lack of opportun- 
ity under the English monarchy in the English 
hereditary feudal system. They sought free- 
dom of choice as individuals, with the right 
to determine their own destinies as well as 
the responsibility for doing so. In England, 
owing to the guild system, a man whose father 
was a shoemaker was very apt himself to be a 
shoemaker; a man who held an hereditary po- 
sition on a lord’s estate, would very likely trans- 
mit the same to his son. As regarded the no- 
bility, the eldest sons were well fixed by 
primogeniture. The younger sons and the 
daughters were out of luck. 

Our ancestors also sought religious freedom. 
In England the state religion was the Church 
of England. We should understand very clearly 
that what our ancestors sought was freedom 
from the state, not freedom from law; they 
sought religious freedom, not freedom from 
religion or atheism. In both cases they were 
seeking freedom from the control of their lives 
by man-made regulations with the force and 
authority of the state behind them. This could 
be described more simply as freedom from or- 
ganizational control. Once again I must em- 
phasize that they were not seeking freedom 
from the common law or from the Christian 
faith. At the time of the Revolution, George 
Washington stated very plainly their fear of 
government in the following words: “Govern- 
ment is not reason; it is not eloquence; it is 
force! Like fire it is a dangerous servant and 
a terrible master.” 

When our ancestors tried to frame a govern- 
ment to their liking after the success of the 
Revolution against England, the Constitutional 
Congress had great difficulties. The members 
could not agree. Their progress was so poor 
that finally Benjamin Franklin suggested, “We 
are getting nowhere without God's help; let 
us call upon Him to assist us.” Our founding 
fathers realized very well that a free govern- 
ment cannot exist without moral and law-abid- 
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ing citizens. With this in mind the first amend- 
ment guarantees freedom of religion, but this 
in no sense means freedom from religion. As 
the Supreme Court in former years declared, 
“This is a religious nation.” Our coins are 
stamped “In God We Trust.” 

When our nation had grown old, fat and 
respected, we commenced to show the signs of 
our age. As the Right Reverend Stephen F. 
Bayne, Jr. expressed it, “We are perishing from 
fatty degeneration of our principles because we 
have grown soft in our failure to discipline our- 
selves and to realize the cult of violence is the 
cult of the weak.” Although our nation is nomi- 
nally Christian, we have failed to place our 
reliance upon God and, indeed, our Supreme 
Court has declared that religious instruction 
in public schools is contrary to the principle 
of separation of church and state, and contrary 
to the first amendment which guarantees free- 
dom of religion. The particular case in ques- 
tion occurred in Illinois and is the case of Mc- 
Collum vs. the Board of Education (333 U. S. 
203, 1948). Briefly, the Board of Education 
was permitting churches to provide teachers of 
religion who would instruct the students in re- 
ligious subjects during schoo! hours. These 
classes were elective and no one had to take 
them. If the students did not take these courses, 
other activities were provided to occupy their 
time. The plaintiff was a militant atheist and 
objected to other children receiving instruction 
in religion which she did not wish her child 
to have. She claimed that this created a differ- 
ence between her child and other children to 
the detriment of her child, and was uncon- 
stitutional because it violated the principle of 
separation of church and state and also the 
principle of religious freedom. The Supreme 
Court upheld this position. According to this 
ruling which stands today, where there is ob- 
jection to the Bible’s being read, or to prayers 
being offered in public schools; they must be 
omitted. This is strange in a country which 
claims to put its trust in God. It is contrary 
to the practice of our atheistic enemies, the 
Russian Communists. According to a press re- 
lease from the Embassy of the Union of Soviet 
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Socialist Republics dated January 7, 1959, “The 
Communist transformation of society is insep- 
arably linked with the rearing of a new type 
of man harmoniously combining spiritual 
wealth, moral integrity and physical perfection. 
The socialist state bases its school on principles 
for making it serve the people, impart knowl- 
edge to the working people and foster the de- 
velopment of all the people’s talents. The soviet 
school is educating the rising generation in 
the spirit of the most progressive ideas, the 
ideas of Communism, and teaching the youth 
the materialistic world outlook which is at the 
basis of a truly scientific cognition of the world.” 
In America, however, in the public schools we 
do not teach our children religion formally, nor 
do we allow them to be taught religion. We do 
this even in the face of James Madison’s warn- 
ing: “We have staked the whole future of 
American Civilization, not upon the power of 
government, far from it. We have staked the 
future of all our political institutions upon the 
capacity of mankind for self-government: upon 
the capacity of each and all of us to govern 
ourselves, to control ourselves, to sustain our- 
selves according to the Ten Commandments 
of God.” 

Our ancestors sought freedom from the state. 
They sought freedom to provide for themselves 
and accepted the responsibility for doing so. 
We have abandoned this concept in large meas- 
ure, and now look to the government to pro- 
vide for the welfare of the individual citizens. 
We have failed to recognize the train of events 
which begins with government “benefits,” moves 
on to government taxes, proceeds to the inability 
of the taxed citizens to provide for themselves, 
and further proceeds to the elimination of 
charity and benevolence on the part of a citi- 
zenship which has been deprived of the means 
for contributing to charity. One cannot give 
that which has been taken away from one. 

Our present government is making a fetish 
of the phrase “civil rights.” This is alleged to 
mean the personal right of individual citizens 
to be free in their persons and actions. For ex- 
ample, the Supreme Court has held (Yates vs. 
U. S. 354 U. S. 298) that freedom of speech 
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means that anyone may say anything he wishes 
to as long as he does not implement his words 
with action. More particularly, the Supreme 
Court has held that for Communists to advocate 
the overthrow of the United States government 
by force is not treasonable unless in their talk 
they actually specify a particular time when 
the overthrow is to be attempted. To advocate 
overthrow and propose that it is right without 
specific plans is permissible according to the 
Supreme Court. This peculiar point of view 
has led some thoughtful people to draw a dis- 
tinction between “a free society” and “an open 
society.” An open society by definition is one 
in which anyone may say and do anything, 
because any limitation of his action is an in- 
fringement of his personal right. This is anarchy. 
A free society is one in which people may do 
a great many things but there is a line beyond 
which they cannot go; and as regards govern- 
ment, the line is, that it is not permissible for 
citizens to remain in good standing and at the 
same time to advocate the overthrow of the 
legal government. They may advocate its re- 
form and they may criticize its aims and ob- 
jectives, but they cannot advocate its destruc- 
tion by force without being guilty of treason. 

Those who believe in a free society maintain 
that the government cannot abdicate its original 
and primary responsibility, which is to main- 
tain a functioning government. It has not only 
the right but the duty of self-defense. It can- 
not for the sake of political or legalistic theory 
permit anarchy in fact. 

The above rather rambling exposition is in- 
tended to convey the general thoughts that our 
ancestors came to this country seeking personal 
freedom. To obtain this they set up a govern- 
ment which was limited in power and which 
was designed to be subservient to the wishes 
of its citizens. The government existed for the 
citizens and not the citizens for the govern- 
ment. The government was to protect the rights 
of the citizens to control of and privacy in their 
individual lives and one of the rights which it 
was to protect was the existence of a stable 
government. 

We are failing in this generation in our du- 
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ties as patriotic citizens and grateful descen- 
dants by abandoning the principles of our an- 
cestors. In particular, we are abandoning their 
concept of freedom under God and personal 
responsibility to God, and we are endeavour- 
ing to avoid responsibility for our individual 
personal welfare by passing our rights and our 
duties from ourselves to organizations. This 
relinquishment of responsibility by individuals 
to groups will bring with it destruction of the 
national character and of the individual free- 
dom of the citizens. 

I shall attempt to show how this is being 
done in two fields. The first is in the field of 
religion. The basic tenet of the Jewish faith 
and the Christian faith is that there is a per- 
sonal God who cares for each of us as an in- 
dividual, that we have access to God as indi- 
viduals, and that we are responsible to Him as 
individuals for our actions. Both Jews and 
Christians have been guilty of many sins in the 
name of religion and it may well be that the 
schisms in the Christian church are displeasing 
to God. This is, however, not certain; for we 
believe that God wishes us to take our religion 
seriously and, therefore, if two of us, in love, 
disagree and go our separate ways in matters 
of faith, preferring a clear conscience to a uni- 
fied church, we have no reason to think that 
this is displeasing to God. I happen to be an 
Episcopalian by birth and by choice. I pre- 
sume that there are those in the audience who 
belong to the Baptist church and to the Meth- 
odist church and to the Presbyterian church. 
I hope that you belong to these churches by 
choice and by faith and not simply by inheri- 
tance or by marriage. If we belong to different 
churches because of sincere religious convic- 
tions, and if we are true to these convictions, 
and are animated by love for our Lord, I believe 
that this is pleasing to God. Certainly as far as I 
am concerned, there are things which the Bap- 
tists believe which I do not believe, and there 
are things which the Catholics believe which 
I do not believe. This does not mean that I 
hate either Baptists or Catholics; but will the 
Kingdom of God which is a spiritual kingdom 
be advanced if Episcopalians, Baptists and 
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Catholics combine their material resources 
while maintaining their spiritual differences? I 
raise this point particularly, because all of us 
Protestants are under tremendous pressure from 
our leaders these days to support the National 
Council of the Churches of Christ in the 
United States of America, and further the 
World Council of Churches. These organiza- 
tions stand for what is called the Ecumenical 
Movement, which means the union of all the 
churches which profess Christianity. They 
stress the concept that this physical union is 
of the utmost importance, and that spiritual 
union in matters of belief need not really be 
gone into too deeply. As the Federal Council 
expressed it on one occasion, “Into the details 
of doctrine, the Council does not enter.”* 

As all of you know, the National Council 
of Churches is an organization whose member- 
ship is composed of other organizations. In 
other words, the National Council of Churches 
is belonged to by churches but not by individ- 
uals. I acknowledge with regret that my church 
—the Protestant Episcopal Church—is a mem- 
ber of the National Council of Churches, but I 
am not. Nevertheless, if I contribute to my 
national church, I am forced to contribute to 
the National Council of Churches. In addition, 
the National Council of Churches is commonly 
stated to speak with authority for some thirty- 
odd million Protestants who belong to the vari- 
ous churches which belong to the National 
Council. When church leaders are pressed for 
a direct answer “Does the National Council 
speak for the individual members of the vari- 
ous churches which belong to it,” some of them 
will answer frankly that the National Council 
does not have this authority; but this admis- 
sion is made in private. I have in my posses- 
sion a series of letters forming correspondence 
between myself and the Presiding Bishop of my 
own church on exactly this subject, in which 
he admits the truth of the above contention to 
me but will not proclaim it publicly. I will not 
go into this matter further except to point out 
that my contention in this matter is, that it is 
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the effort of the ecclesiastical hierarchy to make 
the members of the individual Protestant 
churches subservient to their wishes financially, 
spiritually, and numerically. Tiiose in authority 
pay precious little attention to the wishes of the 
individual members on various subjects, but 
rule them with a rod of iron from above. 
Either the individual member must rebel, or 
he has abdicated his spiritual and his financial 
liberty. If a religious organization does not em- 
phasize matters of faith, what is the justification 
for its existence? 

The people of this country wish peace. By 
and large, all men of good will throughout the 
world wish peace. But there have always been 
those who wish to get something for nothing, 
those who wish to enjoy the fruits of others’ 
labors, and those who wish to rule others for 
the sake of power. Such power can be both 
governmental and financial and there are many 
who wish one or both. Men of good will wish 
to be left their freedom of decision; men of ill 
will wish to force their desires upon others. 

Some of the functions of government as de- 
fined in the Preamble to the Constitution of 
the United States are to establish justice, en- 
sure domestic tranquility, provide for the com- 
mon defense, promote the general welfare and 
secure the blessings of liberty to ourselves and 
our posterity. George Washington exhorted our 
people that they should devote their efforts to 
providing these things for themselves, and not 
become entangled with foreign countries in their 
efforts to look after themselves and their inter- 
ests. By observance of this wise admonition, 
the United States up until approximately 1900, 
displayed spiritual and material progress un- 
paralleled in the history of the world. We were 
not unmindful of the material and spiritual 
needs of the rest of the world, but we did not 
intervene in their political disputes; and we en- 
deavoured to contribute to their spiritual and 
material welfare by example, and by the activi- 
ties of our missionaries and other private citi- 
zens who dealt with other individuals through- 
out the world. About the turn of the century 
we came under the leadership of impatient men 
who could not wait for the processes of law and 
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of nature to take their course, but who felt that 
results must be achieved at once. We therefore 
resorted to force of arms. When negotiations 
were slow, we seized the necessary land and 
built the Panama Canal. When war in Europe 
did not go to our liking, we joined in. And 
we paid the price of our folly in blood and 
tears and money. We also paid in the loss of 
our spiritual insight and in the loss of the re- 
spect with which our friends throughout the 
world had previously regarded us. Humiliated 
by our failures, we did not return to leadership 
through spiritual example, but attempted lead- 
ership through legal force. Although the United 
States did not join the League of Nations, we 
were instrumental in its formation. The League 
of Nations was a super organization whose 
members were governments. When it failed, 
from lack of moral fortitude, we ultimately be- 
came involved in war again, and once more 
participated in the formation of a super govern- 
ment, the United Nations. Through the United 
Nations, we as a government commit again the 
mistakes which we as individuals have com- 
mitted in our own country. We renounce our 
dependence upon God; we renounce our re- 
sponsibility for our own welfare; we renounce 
the primacy of spiritual leadership; and we rely 
upon force to implement peace on earth. I 
shall endeavour to document these statements. 

1. We Renounce Our Dependence Upon 
God. The Declaration of Independence of the 
United States, the Constitution of the United 
States of America, and some forty-odd state 
constitutions, recognize the existence of God, 
and acknowledge Him as the source of the 
rights which we claim as individuals. The 
United Nations makes no mention of God in 
its Charter. It does mention freedom of re- 
ligion; but to it this means freedom from re- 
ligion. United Nations sessions are not opened 
with prayer; how could they be when member 
states do not believe in God? In particular, 
the Communist states are militantly atheistic. 
As one Communist leader expressed it some 
years ago, “Our avowed hatred of Capitalism 
is window-dressing. The real enemy to be de- 
stroyed is religion.” Karl Marx, of course, de- 
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scribed religion as the opiate of the people. 
Mikoyan, on leaving the United States and ex- 
pressing a wish for an end to the cold war, ex- 
horted that we should all work for peace, and 
sneeringly added that those who believed in 
God should pray for it. In the United Nations 
building in New York there is a room which 
was originally designated as a rest room. It 
was subsequently found that this term was in- 
appropriate and the term was changed to medi- 
tation room. This is in no sense of the word 
a chapel. When we as Christians unite with 
atheists, in matters of religion, one side or the 
other is being hypocritical. In this case it is 
not the atheists. 

2. We Renounce Responsibility for Our 
Own Welfare. Examples which could be given 
of this are numerous but the police action in 
South Korea will do as well as any. It is true 
that the United States government intervened 
to block the Communists in part; but only af- 
ter we had obtained the passage of a United 
Nations resolution authorizing us to do so. In- 
cidentally, the enabling resolution could not 
have been obtained if Russia had not been ab- 
sent from the Security Council in a huff. We 
further permitted the United Nations to block 
our obtaining military victory for which, ac- 
cording to General Douglas MacArthur, there is 
no substitute in war; and this, in spite of the 
fact that the United States put up ninety per- 
cent of the troops, suffered at least ninety per- 
cent of the foreign casualties (excluding South 
Koreans, of course) and also put up practically 
all the material implements of war. We have 
not permitted our ally, Chiang Kai Shek, to 
take advantage of his opportunities because 
our “United Nations friends” object. We have 
permitted the Russians to veto action after 
action of which we approved, and we have ac- 
cepted their veto in the name of law and peace. 
Perhaps the most ghastly example of this is 
where the United Nations refused even to send 
observers to Hungary because Russia objected. 
In all fairness, do you think we can escape 
our responsibility before God for what hap- 
pened in Hungary on the grounds that the Rus- 
sians objected? 
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3. We Have Renounced the Primacy of Spir- 
itual Leadership. America used to be regarded 
throughout the world as the land of the free. 
Foreigners longed to come to America not only 
to better themselves materially but to be free. 
But what does our government peddle around 
the world in the form of foreign aid, both uni- 
laterally, and multilaterally through the United 
Nations? Dollars. Technical assistance. Ex- 
pert advice. And we allow our missionaries, 
whose work is based upon faith and love and 
not upon force, to be massacred and evicted 
by the Communist atheists. We give material 
aid to foreign governments to establish social- 
ism in their lands, while the spiritual leadership 
which we formerly gave withers on the vine. 
How can the millions enslaved throughout the 
world believe in our good faith as regards their 
liberation when we offer them nothing but dol- 
lars and wheat, to be distributed by their own 
governmental bureaucracies? 

4. We Rely Upon Force for Peace. The 
United Nations concept of peace is based upon 
the establishment of a military force to be un- 
der the control of United Nations leadership. 
According to the United Nations Charter, the 
control of this permanent force will be vested 
in the Security Council, and the secretary of 
the commission will be a Russian every fifth 
month. This force is to be available at all 
times in sufficient power to quell threats to 
peace throughout the world. The threat to 
peace will presumably be established by the 
judgement of the United Nations. Suppose that 
the threat to peace is the revolt of an enslaved 
population? Suppose that the threat to peace 
is Communist aggression? The answer in 
either event is the same; it consists of military 
force which will either be applied or which will 
not be applied if vetoed. But where is the re- 
liance upon precept and example; upon love 
and good faith? How can there be love and 
good faith for peace, when one member of 
the Security Council advocates and practices 
the overthrow of all other governments 
throughout the world by force and violence 
and treachery and deception? Yet that is what 
the Communists have always advocated and ad- 
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vocate now. To them the only peace is the 
peace of the grave or of Communist slavery. 
As they have stated so plainly, the Soviet Union 
strives for peace—world peace. To obtain it, 
any means are proper and the employment of 
war and bullets is termed waging peace, and 
the bullets which kill its enemies are peaceful 
bullets, and they achieve a peaceful death. And 
we are party to their plans since we are their 
allies in the United Nations. 

Lest you think the military plans of the 
United Nations extreme, consider these. There 
is an organization called “The Institute for In- 
ternational Order.” It was formerly known as 
the “Institute for International Government;” 
but the name was changed for semantic rea- 
sons; for you must realize that the present all- 
out war includes the use of language to deceive 
as a major weapon. The Institute several years 
ago, published a brochure by Granville Clark, a 
distinguished American soldier of World War 
I vintage. Clark proposed an international 
peace force to be recruited of the best young 
men of every nation, who would be sworn to 
loyalty to the international organization with 
renunciation of primary loyalty to their own 
native lands. The commanders of this force 
would be recruited from the small nations and 
by law could never come from the United 
States, Britain, France, China, or Russia. 
Moreover, troops would never be stationed in 
their own countries of origin. Coincident with 
the establishment of this military force, all na- 
tions would destroy all of their own arms and 
armaments except for small arms, such destruc- 
tion to be accomplished by stages over a period 
of ten years. At the end of this time, the in- 
ternational force, envisioned to consist of some 
four hundred thousand men, would be the sole 
possessor of all military planes and all heavy 
armaments in the world. Does this sound to 
you like a plan for peace in a world of free 
men, or a plan for conquest of the world by 
a bureaucracy of the elite? 


However, I would not leave you despondent. 
Quite to the contrary, I have good news for 
you. Man is not simply a soulless machine as 
the Communist atheists declare. To the con- 
trary, though his body be made of dust, his 
soul is the breath of God and is immortal. With 
this good news goes a challenge and a choice. 
Will you who believe in spiritual forces devote 
not your spare time and your spending money 
but your lives and your substance to the preser- 
vation of the heritage of liberty for yourselves 
and your children? Or will you allow the last 
best hope of earth to perish for this age until 
another race arises whose love of freedom is 
such that they will fight for it and gain it at 
the peril of their lives and lift again the torch 
of liberty to lighten the darkness of the world? 
The struggle will be grim. Vice-President 
Nixon has this to say about our enemy, 
Mikoyan: “In this man we saw a man small in 
physical stature, but a man of iron determina- 
tion, fanatical dedication, superb mental dis- 
cipline. The soft, the flabby, the naive, the lazy 
will not win in a struggle with men like this. 
It is not enough that our cause is just. We must 
have men, men who are worthy of that cause.” 
As J. G. Holland wrote: 
To meet this challenge— 
God give us men! A time like this 
Demands strong minds, great hearts, true 
faith, and ready hands; 
Men whom the lust of office does not kill; 
Men whom the spoils of office cannot buy; 
Men who possess opinions and a will; 
Men who will not lie; 
Men who can stand before a demagogue 
And damn his treacherous flatteries with- 
out winking; 
Tall men, sun-crowned, who live above 
the fog 
In public duty and in private thinking. 
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RICHARD H. GWARTNEY, M.D. 


“A Happy GIRL” 
Sculpture-Plaster 

Best of Show 
American Physicians’ 
Art Association Exhibit 
Eric P. Mosse, M.D. 
New York, New York 


San Bernardino, California 


ART: A PRESCRIPTION FOR THE PHYSICIAN 


. to the physician are 
many satisfactions which are a direct result of 
his devotion to the practice of his profession. 
The unreasonable price he pays for this, how- 
ever, is grimly but irrefutably reflected in the 
morbidity tables, where the life expectancy of 
the physician ranks relatively low when com- 
pared with his contemporaries in other fields 
of endeavor. Could it be that the guardians 
of the nation’s health are less solicitous of their 
own well-being than that of their patients? It 
is also revealing to note that stress appears to 
be a common denominator in many of the ter- 
minal diseases. 

That a certain amount of recreation is es- 
sential in a well-balanced life is an accepted 
medical principle, but all too frequently it is 
prescribed in generalities. “Take a trip!” or 
“You need a rest!” are suggestive of mere 
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superficial palliation; whereas, “You should 
find a hobby!” is hardly more definitive. The 
same physician who with brilliant clarity and 
confidence prescribes an ulcer routine for a 
patient may manifest vagueness and uncertainty 
when suggesting recreational activities. It 
would appear that while the strictly medical 
program is impersonal and objective, the de- 
tailing of the recreational sphere strikes too 
closely at the physician’s own needs as he sees 
them reflected in the patient. 

Desirable as they are, often the very ele- 
ments upon which many recreational outlets 
are based presage the ultimate termination of 
these activities. Spectatorship is so couched 
in passivity that sustained interest is precluded 


Dr. Gwartney is the immediate past President of the 
American Physicians Art Association. 
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TWENTY-SECOND ANNUAL EXHIBITION 
AMERICAN PHYSICIANS’ ART ASSOCIATION 


AWARD WINNING 


“PREPARATION FOR NIGHT 
FISHING AT SUNSET” 

Oil Landscape 

First Prize 

Beginner's Section 

JoRDAN J. MitRuFF, M.D., 
New York, New York 


“Suip-FAiR AMERICAN” First Prize — Craft 
FRANK Spano, M.D., Union City, New Jersey 


“HUNTER’S REVERIE" 
First Prize — Oil Still Life ” 
LAURENCE A. Curoucn, M.D., Detroit, Michigan pet 
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ART BY MDs 


Artist-physicians from all over the 
country entered some 200 pieces of art 
work in the 22nd Annual Exhibition of 
the American Physicians Art Association. 
Held in conjunction with the AMA Con- 
vention in Atlantic City, the exhibition 
was judged by faculty members of the 
Famous Artist Schools (see page 1082). 


“THe ATHLETE Grows OLD” 
First Prize — Oil Portrait 
T. C. SteveNson, M.D., Menlo Park, California 


“Ice Boats” 
Second Prize — Advanced Section — Oil Landscape 
MILTON L. GOLDMAN, M.D., Washington, D. C. 


“Tue Nicut BEFrore” 


Second Prize — Oil Still Life 
ALBERT C. Santy, M.D., New York, New York 


“THE MORNING AFTER” 
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over an extended period. While, on a more 
active level, the degree of participation stimu- 
lated by the irritant of competition becomes 
progressively less possible with increasing re- 
sponsibilities and physical aging. Thus, what 
was previously satisfying and to a limited ex- 
tent fulfilling in youth and early adulthood falls 
disappointingly short when put to the test of 
maturation and the processes engendered 
thereby. 

There would appear to be a number of es- 
sential qualities which an avocation must pos- 
sess. Foremost of these, I believe, is that it 
must be creative in nature in order to stimulate 
and maintain interest. There must be a means 
of measuring progress from the simple to the 
more complex, with room for expanding goals 
as there is growth in skills and technics. Tools 
and materials should be relatively simple and 
readily available. It should be of such a nature 
that it can be started or stopped at the wish of 
the individual. While the comparison of self 
with self is important, objective criticism by 
those similarly engaged enhances one’s own de- 
velopment and gives the opportunity for group 
participation. Thus, accomplishment becomes 
possible in solitude or in company. In such ac- 


Steven Dohanos, Art Director of Medical Times, makes a point to fellow 
judges Adolf Dehn and Syd Solomon. Looking on at left is Dr. Richard 
Gwartney, President of the American Physicians’ Art Association. 


tivity, since progress is the reward of experi- 
ence, it becomes important that the avocation 
be of such a nature that, with but a few minor 
modifications, it can be pursued throughout the 
individual's life. Finally, the avocation should 
ever be a stimulus to the ingenuity of express- 
ing similarity through uniqueness. Art is cer- 
tainly a field which fulfills all of these criteria. 

Whenever a patient, colleague, or friend tells 
me that he is too old to learn any skill in art 
expression of any nature, or uses the old saw 
that “I can’t even draw a straight line,” I am 
reminded of a doctor friend in Seattle who said 
the same things. However, after forty-three 
years of active practice in medicine and sur- 
gery, punctuated occasionally by a short vaca- 
tion vigorously spent in hunting, fishing, or 
skiing, he abruptly found himself recovering 
from a coronary and permanently disabled 
from involvement in his usual activities. Nat- 
urally, one who has always been so busy takes 
poorly to a forced sedentary existence, and he 
was no exception. Perturbed by his increasing 
depression, his wife suggested to him that he 
try painting. At first he scoffed at the idea, but 
soon began to teach himself to paint through 
the use of numbered canvases and then by 
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copying post cards and pictures. He stated: 
“That was not to my liking, not to my own 
self-expression. So direct painting was my next 
step—doing landscapes and still life. This was 
it — self expression — my own experience be- 
came a reality.” He soon realized that he 
needed instruction and enrolled in the Famous 
Artists School. As a result of his persistence 
and this excellent mode of training, he has be- 
come an outstanding painter of desert land- 
scapes. At the San Francisco exhibition of the 
American Physicians Art Association in 1958, 
his painting was selected “best of show” by 
popular vote, and although his piece was not 
for sale, he had many opportunities to sell it. 
I have related this experience of my friend as 
typical of many others I know. It illustrates 
several points: 

(1) the age at which he began, 

(2) his physical disability, 

(3) his previous lack of training and appre- 
ciation of art, 

(4) the development of skill, and 

(5) restoration of his enthusiasm for living 
through creative accomplishment. 

The variety of arts and craft courses offered 
by the adult extension divisions of high school 
and colleges indicates the demand for such sub- 
jects, and this is verified by the large numbers 
of adults enrolled. Still the real test of the ap- 
preciation for this training lies in the genuine 
interest, enthusiasm, and creative development 
which I have repeatedly seen evidenced by the 
majority of maturing students participating in 
such classes. If one is still skeptical, let him 
visit some of these courses, or even go to an 
open house at his nearby educational institute 
and discover for himself what is being achieved 
in adult education. If our skeptic expresses a 
disinterest in painting or ceramics, let him ob- 
serve that these art courses range from weav- 
ing and mosaics to drawing and sculpturing, or 
from the crafts where tools and manual opera- 
tion are of prime importance to the expression 
of more abstract ideas. Lives there an average 
man whose sensitivities are so dulled that in 
this vast array of creativity he could not find 
some facet in which he might have to admit 
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(although grudgingly so) he could explore and 
experiment with interest? 

We have oft been reminded that the time to 
prepare for retirement is not when it is sud- 
denly thrust upon us, but rather in our thirties 
and forties. This appears to me to be a most 
sensible injunction since prior to thirty most 
of us are extremely preoccupied with preparing 
for a career, getting married and starting a 
family, and embarking upon our professional 
practice with all its implications and depriva- 
tions. Then suddenly everything seems less in- 
tense, and while the relief is welcome, it can 
also be frightening. Although more pronounced 
in women than in active professional men, there 
is, amid the evidence of success, a prevailing 
sense of inadequacy which fosters depression. 
Whether this feeling be more or less incapaci- 
tating, it none the less serves to perpetuate 
itself through setting up conflictual situations 
with those near and dear. Since such feelings 
are ubiquitous, though varying in intensity from 
individual to individual, training in an art ex- 
pression at this time serves several functions: 

(1) It takes up the slack of time, 

(2) It provides sublimatory activity, 

(3) It offers a setting in a group wherein 
one’s aloneness may be dissipated through ex- 
change of common experience, and 

(4) While the evidence of achievement is 
a prime element, it provides one with a sense 
of self-esteem which results in lessened tension 
and relaxed participation. 

In a world fraught with the threat of nuclear 
extinction, creativity becomes essential to the 
reassurance of the importance of self. Any 
rigid attempt to structure a universal apprecia- 
tion of art is doomed. Since each individual 
possesses a unique capacity to react to any- 
thing, it follows that as in each his need will 
differ, so will his cognizance of his experience 
with art. However, interest in the field of art 
becomes a common factor in diverse situations 
which open up new vistas of opportunity. 

It is only natural that from a common in- 
terest in art would spring many art organiza- 
tions ranging from exclusive clubs for profes- 
sional artists with a certain leaning, through 
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the community art group where both profes- 
sionals and amateurs may exchange views, to 
those groups restricted to members of a cer- 
tain profession who are also amateur artists. 
The American Physicians Art Association is an 
example of the latter, and the members held 
their exhibition in June, 1959 at the Atlantic 
City Auditorium in conjunction with the con- 
vention of the AMA. (See photos of prize 
winning art pieces from this show.) 

This national organization of physician 
artists, who are also members of the AMA, 
was founded in 1936 by the late Dr. Francis 
Redewill. With the assistance of a small group, 
he put up the first Art Show at the AMA Con- 
vention held in San Francisco that year. From 
this meager beginning has arisen a membership 
of 1800 active and inactive physician artists 
throughout the United States and Canada. The 
exhibitions average from 200 to 300 pieces 
in the media of oil, watercolor, drawing, sculp- 
ture, and all of the crafts. Names of a few of 
the better known physicians who are also 
artists are: Charles Best, honorary president 
but an active artist; M. M. Melicow, a past 
president (see cover painting); Ellsworth Quin- 
lan and Max Thorek. 

Since the aims of the American Physician 


Art Association are to promote the outlet of art 
in its many forms by physicians, and to bring 
together fellow physician artists, as well as to 
stimulate the desire for creative expression in 
all physicians so inclined, there is no jury which 
selects “only the best pieces” to be hung. What- 
ever work is submitted is permitted to stand 
on its own merits as an example of the artistic 
expression of that physician. While some of 
these pieces are of such high caliber that pro- 
fessional artists who have judged the exhibi- 
tions have repeatedly expressed their admira- 
tion of the quality of the work, others are ad- 
mittedly mediocre at best. In any case, this 
policy makes evident what some physicians are 
doing with their spare time in the field of art. 
This has frequently encouraged physicians who 
have never had previous interest to try their 
hands at it, and it permits the public to see their 
physicians in a more humanistic and aesthetic 
light than is usually possible. 

While the prescription of Art as an avoca- 
tion for the American physician cannot sig- 
nificantly alter the morbidity tables, it can be 
expected to bring new perspectives into the at- 
tainment of a more relaxed and satisfying ex- 
istence. 

1098 D Street 


WHAT IS YOUR VERDICT? 


In this issue and every issue, Medical Times presents 
authentic medico-legal cases and their interesting court 
decisions. Test your medical magistracy. See page 53a. 
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the SINGLE therapeutic agent that 


eee objectively —depresses labyrinthine sensitivity’ 


ese clinically—controls vestibular vertigo’ without 
inducing drowsiness 


a 


for VERTIGO 


Objective studies demonstrate “the reliability, predictability” and “magnitude of action” 
of ‘Marezine’ in its depressant action on vestibular function.’ Clinically, ‘Marezine’ gives 
complete symptomatic control of vestibular vertigo in over 80 per cent of cases.’ 

References: 1. Gutner, L. B., Gould, W. J., and Cracovaner, A. J.: The Effects of Cyclizine Hydrochloride and Chlor- 
cyclizine Hydrochloride Upon Vestibular Function, A.M.A.Arch.Otolaryng. 59:503 (Apr.) 1954. 2. Witzeman, L. A.: 
Cyclizine Hydrochloride in the Treatment of Vertigo, Eye, Ear, Nose and Throat Monthly 33:298 (May) 1954. 3. Gutner, 


L. B., Gould, W. J., and Hanley, J. S.: Effect of Meclizine Hydrochloride Upon Vestibular Function, A.M.A.Arch. 
Otolaryng. 62:497 (Nov.) 1955. 


*“MAREZINE’ brand CYCLIZINE HYDROCHLORIDE 50 mg. Tablets, scored. 


R BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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GUIDE | for our readers 


The conventions of the presentation of advertising material on pharma- 
ceuticals are related to certain ethical and practical considerations. This 
guide should be of help to all our readers in an understanding of the 
advertising material contained herein. Unless it is stated to the contrary: 


All illustrations of physicians and patients are 
dramatizations utilizing models and not specific 
physicians or actual patients. The ethical and 
other considerations for this are obvious. 


Illustrative material such as dummy prescrip- 
tion blanks, hospital charts, calling cards, 
memos, etc., are presented as dramatizations. 


Composite case histories, drawings and/or 
photomicrographs are often presented to con- 
vey typical clinical indications but unless stated 
to the contrary are constructed as illustrative 
cases or situations. 


Physical limitations of space in journal adver- 
tising make the presentation of all relevant data 
impractical; therefore, it is suggested that for 
suitable background on dosage indications and 
contraindications the standard package insert 
or more extensive background data be con- 
sulted. 


The acceptance of material for advertising is based upon several criteria; 
for example, in respect to safety, all new drugs are required to correspond 
with the accepted Food and Drug application. 


It is suggested that any difference of opinion of individual physicians 
with any advertisements be called to the attention of the editor, with a 
duplicate copy of the letter to the pharmaceutical house whose advertise- 
ment is the subject of the letter. ® 
THE PUBLISHERS 
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Mental depression may be a complica- 
tion in the treatment of illness or it may 
be so severe as to constitute an illness. 


Depression may occur spontaneously 
or may result from close personal loss, 
long-standing chronic illness, serious in- 
capacitating accidents, or the problems 
of aging. Often unrecognized and there- 
fore untreated, depression can “harden” 
into a serious mental and emotional 
disorder. 


Now, with the discovery of Pfizer’s new, full range antidepressant drug, 
successful treatment in all types of mental depression is possible. 
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New areas of therapy 


NIAMID is clinically effective in a broad range o 
depressive states, including: involutional melan 
cholia, senile depression, postpartum depression 
reactive depression, the depressive stage o 
manic-depressive disease, and schizophrenic de 
pressive reaction. 

A wide variety of psychoneurotic depression: 
seen in general practice also respond effectively 
to NIAMID. Depression associated with the meno 
pause and with postoperative states, and depres 
sion accompanying chronic or incurable disease: 
such as gastrointestinal and cardiovascular dis 
orders, arthritis, and inoperable cancer, can nov 
be treated successfully with NIAMID. 


NIAMID is also strikingly effective for many com- 
plaints, mild or severe, vague or well defined 
when due to masked depression rather than tc 
organic disease. This masked depression may 
take the form of guilt feelings, crying spells o1 
sadness, difficulty in concentration, loss of energy 
or drive, insomnia, emotional fatigue, feelings o! 
hopelessness or helplessness, loss of interest in 
normal activity, listlessness, apprehension o1 
agitation, and loss of appetite and weight. 


While tranquilizers have had some measure o! 
effectiveness in many of these areas, NIAMID now 
gives the practicing physician a new, safe drug 
for the specific treatment of depression without 
the risk of increasing the depressive symptoms. 


New safety 


The outstanding safety of NIAMID in extensive 
clinical trials eliminates the hepatotoxic reac- 
tions observed with the first of the monoamine 
oxidase inhibitors. These reactions have not 
been seen with NIAMID. 


Acute and chronic toxicity studies show this dis- 
tinctive freedom from toxicity. Moreover, during 
the extensive clinical trials of NIAMID by a large 


ae 
Bs & 
| 
is 


number of investigators, not only has no liver 
damage been reported, but only in a very few 
isolated instances have hypotensive effects been 
seen. 


The absence of toxicity may be the result of the 
unique carboxamide group in the NIAMID mole- 
cule. This structure may explain why NIAMID is 
excreted largely unchanged in the urine, with 
only insignificant quantities of potentially free 
hydrazine being formed. Previously, where a 
monoamine oxidase inhibitor has been associated 
with hepatic toxicity, there was some evidence 
that substantial quantities of free hydrazine 
were formed in the body. 


Background of NIAMID 


A major advance in the treatment of mental 
depression came with a newer understanding of 
the influence of brain serotonin and norepine- 
phrine on the mood. Levels of both these neuro- 
hormones are decreased in animals under experi- 
mental conditions analogous to depression; relief 
of these model depressions is seen with a rise in 
the levels of both serotonin and norepinephrine. 


A second advance came with the development 
of monoamine oxidase inhibitors, substances 
which raise the cerebral level of both serotonin 
and norepinephrine. The first of the amine 
oxidase inhibitors raised the cerebral level of 
serotonin, but did not appear to raise that of 
norepinephrine proportionately. 


Attention at Pfizer Research was then directed 
to a new drug that would overcome this disad- 
vantage. NIAMID significantly raises the cerebral 
level of both serotonin and norepinephrine under 
experimental conditions. 


The dramatic discovery of NIAMID now makes 
available an extremely effective, safe antidepres- 
sant for the successful treatment of a full range 
of depressive states. 


back page for dosage and precautions. 
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Dosage and Administration 


Start with 75 mg. daily in single or divided doses. After ° 
a week or more, revise the daily dosage upward or down- 

ward, depending upon the response and tolerance, in 

steps of one or one-half 25 mg. tablet. Once satisfactory 

response has been attained, the dosage of NIAMID may 

be reduced gradually to the maintenance level. 


The therapeutic action of NIAMID is gradual, not imme- 
diate. Many patients respond within a few days, others 
satisfactorily in 7 to 14 days. Some patients, particu- 
larly chronically depressed or regressed psychotics, may 
need substantially higher dosages (as much as 200 mg. 
daily has been used) and prolonged administration 
before responses are achieved. 


Precautions 


Side effects are most often minor and mild manifesta- 
tions of central nervous system stimulation, modifiable 
by reduction in dosage; these may take the form of 
restlessness, insomnia, headache, weakness, vertigo, dry 
mouth, and perspiration. Care should be taken when 
NIAMID is used with chlorothiazide compounds, since 
hypotensive effects have been noted in some patients 
receiving combined therapy—even though hypotension 
has rarely been noted with NIAMID alone. There has 
been no evidence of liver damage in patients on NIAMID; 
however, in patients who have any history of liver dis- 
ease, the aememed of hepatic reactions should be kept 
in min 


NIAMID is available in: 25 mg., pink, scored tablets in 
bottles of 100; and 100 mg., orange, scored tablets in 
bottles of 100. 
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FOR THE SUCCESSFUL PHYSICIAN 


Prepared especially for Medical Times by C. Norman 
Stabler, market analyst of the New York Herald Tribune. 


TREND OF BUSINESS AND COST OF BORROWING 


Two major questions confront us as we at- 
tempt to peer into the future and determine 
what one should do with one’s personal invest- 
ment funds. Obviously there are a hundred or 
more questions one would like to have an- 
swered, and if some seventh son of a seventh 
son would step forward with a crystal ball to 
give us his opinion, chances are we would still 
be undecided. 

Let us content ourselves with a discussion 
of these two major problems. They are: the 
current trend of business and the cost of bor- 
rowing money to finance such business. They 
may appear to be unrelated; they come to- 
gether in the mind of the business man plan- 
ning a new venture and in the consideration 
given by each individual investor to his own 
problems. 

Indications are that general business pos- 
sesses an extremely satisfactory state of health. 
Many say we are facing a business level that 
suggests the world “boom.” Against this we 
must consider the steadily rising cost of bor- 
rowing money to finance the happy state of af- 
fairs we hope is near at hand. 

Dun & Bradstreet, the statistical service that 
keeps its fingers on the pulse of business, be- 
lieves that after the summer’s hesitation, em- 
ployment will rise in the final quarter to a rec- 
ord level and that unemployment will decrease 
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until it is near the pre-recession figure of four 
percent. 

Presumably this will be accompanied by a 
record high in personal income, which will 
mean that consumers will spend more and also 
be able to save more. Such a combination in- 
dicates increased capital spending by corpora- 
tions, for they will expand their facilities in 
order to meet the new demand. In the build- 
ing trades there is confidence the increase in 
commercial building, plus public construction, 
will offset any decline in home construction 
that may be caused by higher interest rates. 

That brings us to the big political battle that 
is taking place throughout business circles on 
the matter of the cost of borrowing. There is 
no nearby hope for any easing of interest rates. 
Money needs are increasing on a nationwide 
scale. While the money supply has been im- 
proving, the Federal Reserve System has seen 
to it that the increase has been accompanied 
by mounting pressure on bank lending. 

This is part of the credit restraint policy that 
the Federal Reserve has been following in an 
attempt to keep the business upturn from be- 
coming an inflationary boom. It fears that a 
persistent rise in the money supply would pro- 
vide the financial foundation for an inflationary 
upsurge in credit buying. 

The problem gets into politics because of the 
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determination of the Administration to do 
everything within its power to counter the 
steady pressure of inflationary forces. There 
is within the country, and doubtless in all coun- 
tries, the spirit that is best illustrated by the 
popular saying, “Live it up.” Stated another 
way it means, “borrow and spend, for who 
knows what tomorrow may bring?” It is the 
antithesis of the familiar sayings of any coun- 
try’s seers of old, and in the United States of 
Benjamin Franklin, statesman of the early years 
of the United States, that, “A penny saved is 
a penny earned.” 

While this political-economic battle prog- 
resses we see interest rates continuing firm 
and the market price of United States govern- 
ment bonds, and other top grade obligations, 
sink to ever lower levels. There is no doubt 
regarding their sound qualities; but the coupon 
rates on these issues make the obligations rela- 
tively less attractive as rates available on new 
and competing offers to the investing public 
carry coupons of higher rates. For the govern- 
ment itself it means first that it must set aside 
every year a steadily increasing amount to pay 
the interest on its debt, and that it has to re- 
sort continuously to the short-term market in- 
stead of attemping to sell a long-term bond 
issue. 

President Eisenhower's recent move was to 
ask for legislation which would increase the 
government’s debt limit, and to remove the 
present statutory limitation of 4% percent 
which the government is permitted to pay in 
interest on its bonds. He also asked for an 
increase in the rate on savings bonds, which 
are sold to small, individual investors. It is 
now 3.26 percent and he favors 3.75 percent. 

Business men, optimistic about the future, 
paid little attention a few months ago to the 
Department of Commerce report that inven- 
tories in April scored their biggest monthly ad- 
vance in three and a half years. This was a 
new high for any April and, on a seasonally 
adjusted basis, meant the highest for any 
month. Otherwise inventories would have in- 
creased even more. If these figures appear 
high, note that the Department said that in- 
ventories represented a supply of goods on hand 
sufficient only for forty-five days. 
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While the news from business appears to be 
almost uniformly good, economists are more 
and more aware that the United States faces 
increased competition from other lands. In 
many cases the countries that are furnishing 
this competition were helped to their feet by 
grants of various kinds from this government 
after the devastation of World War II. This 
is as it should be, for the purpose of the grants 
was to get the world back on its axis; and com- 
petition is a cardinal principle in the United 
States, being enforced by our laws and an 
active Justice Department. 

The situation is similar in Canada. N. R. 
Crump, president of the Canadian Pacific Rail- 
way, at an investment dealers meeting in Banff 
recently, echoed the opinion of many in this 
country and Canada when he observed that we 
had better re-examine the assumption that 
North America enjoys “unchallenged superi- 
ority over the rest of the free world in indus- 
trial efficiency and in technology and man- 
agerial knowledge.” Mr. Crump said the in- 
dustrial resurgence of Britain and Western 
Europe, welcome because it enabled the free 
world to survive the Soviet threat, is “a dra- 
matic challenge to our industrial efficiency. 
Other people than ourselves have brains and 
talent in achieving progress through the effi- 
cient use of men, machines, methods, material 
and money.” 

As interest rates increase there arises in the 
mind of each individual investor the question 
whether he should buy equities, and thus aid 
the company that is so imbued with the prog- 
ress of business that it wishes to expand, or 
should he turn to debt obligations, where the 
yield is far more attractive than that which can 
be obtained from owning common stocks. 

As a nation we are convinced we are going 
ahead, despite foreign competition. We are all 
for growth, and we are positive we are going 
to get it. The fact remains that each individual 
investor has to weigh the two big problems 
posed by our expanding business and the cost 
of such expansion. He has to make a decision 
whether to buy equities, in the hope of par- 
ticipating further in our growth, or investing 
in bonds or similar debt obligations, and thus 
occupying the position of a prime creditor. 
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in Turkey, 
it’s called the‘ Turkey trot 


diarrhea by any name 


GASTROENTERITIS 
BACILLARY DYSENTERY 
PARADYSENTERY 
SALMONELLOSIS 
DIARRHEA OF THE NEWBORN 
NONSPECIFIC DIARRHEA 
“SUMMER COMPLAINT” 


usually responds rapidly to 


NEOMYCIN-SUL 


for rapid relief of virtually all diarrheas 


fruit-flavored, readily accepted by patients of all ages* 


Neomycin— rapidly bactericidal against most intestinal 
pathogens, but is relatively ineffective against such 
diarrhea-causing organisms as Shigella. 


SULFASUXIDINE, —an ideal adjunct to neomycin because 
it is highly effective against Shigella and certain other 
neomycin-resistant organisms. 


Kaolin and Pectin—coat and soothe the inflamed mucosa, 
adsorb toxins, help reduce intestinal hypermotility, 
help provide rapid symptomatic relief. 


*For infants, CREMOMYCIN may be administered 
in the regular bottle feeding since its fine particles 
easily pass through a standard nursing nipple. 


Oo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILA. 1, PA. 
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Assets of mutual funds were $13,242,388,- 
000 at the close of last year. Their growth has 
been so rapid in the last few years that fears 
have been expressed in some quarters that too 
much capital is being placed in this one form 
of investment. 

A few years ago, when the industry was 
relatively an infant, there were those in Wall 
Street who were afraid that on the least little 
dip in the stock market, mutual fund sharehold- 
ers would become frightened and would rush 
to redeem their shares, thus accelerating the 
market’s break. 

We recall one member of the Stock Ex- 
change, a floor trader, who was opposed to mu- 
tual funds in those early days, who remarked 
that, “Some of these days there will be a fire, 
and everyone of them (mutual fund people) 
will rush for the exit at the same time.” 

History has proved otherwise. Since those 
days, even as recently as 1952, when the mu- 
tual fund industry had obligations outstanding 
of less than five billion dollars, there have been 
reactions, and mutual fund shareholders were 
invariably slower to liquidate than were the 
investors who buy or sell a corporate issue 
directly. 

Thus we conclude that the influence of mu- 
tual funds in the market has been a stabilizing 
one, and that there is no evidence that holders 
are inclined to “run for the nearest exit.” 

Further evidence of this is contained in the 
latest edition of “Investment Companies, 1959 
Edition,” frequently referred to as “The Bible 
of the Industry.” This is edited by Arthur 
Weisenberger, head of the investment firm bear- 
ing his name, and the limited print order of 
8,000 copies sells for $25 each. It is available 
in most public, college and Armed Forces 
libraries. 


Mr. Wiesenberger notes that, “New pur- 
chases of fund shares have exceeded redemp- 
tions by a ratio of two-to-one, or higher, in 
every decline since 1946. In October, 1957, 
when stock prices experienced a particularly 
sharp decline, the ratio was about three-to-one. 
Portfolio purchases by funds themselves have 
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MUTUAL FUNDS HIGHLY LIQUID 


exceeded sales, usually by a wide margin, in 
every recent market break.” 

Let’s turn to a current fear. It is based on an 
assumption that is exactly the opposite. Instead 
of conjuring up what might happen should 
everyone try for the single exit, this “bogey” 
holds that mutual funds, because of their great 
growth, tend to “freeze” the market. In more 
specific terms, this infers that because of their 
great growth they own big blocks of stock of 
our major corporations and are slow to sell; 
that they remove from the market place a num- 
ber of shares that are needed to maintain a free 
and open market; that the funds could even 
exert an influence on management. Boil it 
down, and these individuals are expressing a 
fear that this fifteen billion dollars in assets 
of mutual funds, may tend to become sterile, 
that it is illiquid, that it is locked up in strong- 
boxes that are rarely opened, and thus they 
tend to deprive the investment-conscious public 
of a just right. 

Let’s look at the figures. They indicate, on 
the contrary, that such shares become available 
in the market place with far more regularity 
than do shares held in personal portfolios of 
individual investors. They appear to be less 
locked up than do shares held by these per- 
sons, pension funds and institutions. In the 
latter group we include savings banks and life 
insurance companies. 

For instance, in 1958, portfolio purchases 
(excluding government bonds) made by mu- 
tual funds amounted to $3,012,000,000, and 
sales were $1,895,000,000, or a turnover of 
$4,895 ,000,000. 

A turnover of nearly five billion dollars in 
securities out of a total portfolio worth about 
thirteen billion is a turnover of about 37 per 
cent. That is fully liquid; certainly there is no 
evidence the securities are “frozen.” 

It is more liquid that is the personal port- 
folio of the average investor, we judge from a 
study made several years ago by the “Invest- 
ment Dealers Digest.” In 1954 it figured that 
it takes six years for the average investor to 
make a complete change in his investments. 
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Just an hour of pitching besebell Next day on the job | was a total » I saw my doctor that night and 


with my son and | “threw my arm 
out.” loss — could hardly lift a slide got a prescription for some 
rule! tablets. 


sleep that night! 


Percodan 


ond Homatvopine, plus APC Tablets 


ACTS FASTER — usually within 5-15 minutes. LASTS 

LONGER—usually 6 hours or more. MORE THOROUGH 

RELIEF —permits uninterrupted sleep through the 

night. RARELY CONSTIPATES —excellent for chronic 

strength permits dosage tiexibility to meet each for the new warehouse next day, and not a bit 
patient's specific needs. Percopan-Demi provides ©! t'oudiesince! 

the Percopan formula with one-half the amount of 


salts of dihydrohydroxycodeinone and homatropine. AND THE PAIN 
AVERAGIE ADULT DOSE: 1 tablet every 6 hours. May be habit- 

forming. Federal law permits oral prescription. WENT AWAY FAST 
Each Percopan* Tablet contains 4.50 mg. dihydrohydroxy- 

codeinone hydrochloride, 0.38 mg. dihydrohydroxycodeinone 
terephthalate, 0.38 mg. homatropine terephthalate, 224 mg. in do Literature? Write 


acetylsalicylic acid, 160 mg. phenacetin, and 32 mg. caffeine. fo ENDO LABORATORIES 
Pat. 2,008,065 Richmond Hill 18, New York 
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This period of time has now been put at seven 
to eight years. The mutual fund industry turns 
over 100 per cent of its assets in less than 
three years. 

Moreover, the total number of shares listed 
on the New York Stock Exchange is slower to 
change hands. Last year the Big Board re- 
ported a volume of 921,525,662 shares, but 
only 56 per cent of this was for the public. 
The balance was made up of 23 percent for in- 
stitutions and 21 percent for members of the 


Individual mutual funds make public their 
dealings in securities every quarter. As an ex- 
ample of their liquidity, reflected in their buy- 
ing and selling, the second quarter report of 
Massachusetts Investors Growth Stock Fund 


PURCHASES 

NOW 
COMPANY BOUGHT OWNS 
Aetna Casualty & Surety Co. 1,000 12,000 
Bestwall Gypsum Company 10,000 25,000 
Continental Casualty Co. 6,700 28,700 
Great Western Fin. Corp. 13,750 40,000 
Grolier Society, Inc. 5,000 80,000 
Gulf State Utilities Co. 40,000 40,000 
Household Finance Corp. 16,400 49,475 
McDermott (J. Ray) Co., Inc. 8,000 52,000 
Philips’ Lamp Works 28,500 $2,250 
Pitney-Bowes, Inc. 3,700 60,000 
Robertshaw-Fulton Controls 10,300 10,300 
Rohm & Haas Co. 480 8,640 
Schering Corporation 26,200 30,000 


Southern Company 


On the subject of sending money abroad, 
the American Stock Exchange, is convinced 
the amateur would do best to watch the actions 
of other people. In a recent issue of its official 
publication, “The American Investor,” it sug- 
gests the uninitiated stand and wait. 

It grants that, “While there is risk in any 
investment, the risks of political upheaval, ex- 
propriation, exchange restriction and nationali- 
zation continue to haunt the foreign market. 
It is often extremely difficult for a United States 
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EXAMPLE OF LIQUIDITY 


SENDING MONEY ABROAD 


Exchange who trade for their own account or 
who act as specialists. 

Even if we assume the institutional purchases 
eventually ended up in the hands of the pub- 
lic, that still makes a public volume of only 
728,000,000 shares, in 1958. On a share basis, 
only 29 percent of the number listed on the 
Big Board was bought or sold by the public. 
On a dollar asset basis, it works out at 20 per- 
cent, as against the 37 percent turnover of the 
mutual funds. 


illustrates the point. 

In addition to numerous shares received as 
the result of stock splits and stock dividends, 
it reported the following purchases and sales 
for the three months: 


Superior Oil Company 


Texas Natural Gasoline Corp. 3,000 25,000 
S. D. Warren Co. 1,900 44,300 
Washington National Ins. Co. 12,000 12,000 
SALES 

NOW 
COMPANY SOLD OWNS 
Allegheny Ludlum Steel 2,000 35,800 
Bell & Howell Company 3,950 16,000 
Conn. General Life Ins. Co. 5,000 
Halliburton Oil Well Cement 5,70] 60,000 
Hammond Organ Company 5,500 54,500 
Mead Johnson & Company 12,500 45,000 
Pfizer (Chas.) & Co., Inc. 3,800 104,000 
Polaroid Corporation 1,500 30,000 


Raytheon Company 


citizen to obtain cash for his stock. For in- 
stance a U.S. investor who buys a Japanese 
security must wait six years and one day to 
get back his whole investment. 

After a two year investment in a specific 


The information set forth herein was obtained from 
sources which we believe reliable, but we do not quar- 
antee its accuracy. Neither the information nor any 
opinion expressed constitutes either a recommendation or 
a solicitation by the publisher or the authors for the pur- 
chase or sale of any securities or commodities. 
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PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 


In each enteric-coated tablet: 
a Salicylate U.S.P.....0.3 Gm. (5 gr.) 


ium 
para-aminobenzoate ......0.3 Gm. (5 gr.) 
50.0 mg. 


For the patient who does not require steroids 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate .......... 0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 


i 


Your difficult rheumatic patient... 


through effective relief and rehabilitation 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage . . . satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 


In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium salicylate ............... 0.3 Gm 


Potassium para-aminobenzoate.. 0.3 Gm. 
Ascorbic acid J 


50.0 mg. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA * Ethical Pharmaceuticals of Merit since 1878 
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GUIDE FOR INVESTORS 


Based on recommendations of the 
Securities and Exchange Commis- 
sion in cooperation with the New 
York Stock Exchange, American 
Stock Exchange, National Associa- 
tion of Securities Dealers and others. 


1. Think before buying, guard 
against all high pressure sales. 


2. Beware of promises of quick 
spectacular price rises. 


3. Be sure you understand the risk 
of loss as well as prospect of gain. 


4. Get the facts—do not buy on tips 
or rumors. 


5. Give at least as much thought 
when purchasing securities as you 
would when acquiring any valuable 
property. 


6. Be skeptical of securities offered 
on the telephone from any firm or 
salesman you do not know. 


7. Request the person offering se- 
curities over the phone to mail you 
written information about the corpo- 
ration, its operations, net profit, 
management, financial position and 
future prospects. 


Japanese stock (no switches), the American 
may start to withdraw the proceeds at the rate 
of 20 percent a year. While in other countries 
the situation is not as bad, it is often as difficult. 

“To spur private investment a bill will be 
introduced in Congress to create a new class 
of corporation, called a foreign business cor- 
poration which would pay no U. S. taxes until 
income earned abroad is actually distributed to 
U.S. stockholders or otherwise diverted from 
foreign uses. In addition, other changes are 
under discussion and greater use would be made 
of Government contracts with U.S. concerns 
for exploring investment opportunities abroad 
and actually operating specific projects. 

“This will help,” states “American Investor,” 
and then asks, “But is it enough?” 

“The foreigner offers the U.S. citizen both 
competition and new markets. In time, he 
hopes to offer more of both. This country 
already has, both publicly and privately, in- 
vested large amounts of money in foreign en- 
terprises. In Latin America, for example, about 
ten per cent of total investments have been 
made by outsiders. About seven percent came 
from private U.S. investors, the U.S. govern- 
ment put in a little under 2.5 percent, the rest 
came from countries outside the U.S. Latin 
America wants more U.S. money as does vir- 
tually every area and individual country. There 
is no question but that they need it. The prob- 
lem is to provide safeguards and assure that 
chance of profit that private capital requires be- 
fore it assumes investment risks.” 


OUTLOOK FOR BANK STOCKS 


Morris A. Schapiro, well known specialist 
in bank stocks, remarked recently it would not 
be surprising to see bank stocks leading the 
market upward late this year, or going con- 
trary to the market in the event of a correction. 
He added that investors do not yet realize the 
sharp gains in earnings that the banks will show 
and the highly favorable setting indicated for 
next year. 

Underlying this thinking, the firm of Arthur 
Wiesenberger & Co. notes an awareness that 
the banks will be prime beneficiaries of the 
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FOR TENSION-FREE SLEEP ALL THROUGH THE NIGHT 


DUAL RELEASE HYPNOTIC -TRANQUILIZER 


WHEN ANXIETIES CAUSE INSOMNIA—WHEN INSOMNIA 
HEIGHTENS ANXIETIES—HYPTRAN TREATS BOTH CON- 
DITIONS AND BREAKS THE PATTERN OF SLEEPLESSNESS. 


Sleep comes quick, sure and sound, 
with new Hyptran. The outer layer con- 
tains an immediate calming dosage of 
phenyitoloxamine, the mild, certain 
non-phenothiazine tranquilizer to sup- 
port short-acting secobarbital. This 
well-accepted fast-acting barbiturate 
acts directly on the higher cerebral 
levels and quickly brings needed sleep. 


Hyptran’s inner core of phenyltolox- 
amine, released later in the night, con- 
trols insomnia-causing anxieties, keeps 
them from ‘breaking through’’ and 
interrupting sleep. Patients awake calm 
and clear-headed, fully refreshed men- 
tally and physically. 
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DOSAGE: 1-2 tablets before retiring. 
SUPPLIED: Bottles of 100 sugar-coated, 
pink tablets. IMMEDIATE RELEASE: 
Phenyltoloxamine Citrate 25 mg., Seco- 
barbital 60 mg. (warning — may be 
habit forming); DELAYED RELEASE: 
Phenyltoloxamine Citrate 75 mg. 


References: Batterman, R. C., et al.: New York J. 
Med. 58:3821, 1958. / Harrison, T. R.: Principles of 
Internal Medicine, 3rd ed. McGraw-Hill 1958, Pg. 
1764. / DiMascio, A., et _al.: Am. J. Psychiat., 115, 
301-317, 1958. / Sainz, A.: Proc. of Mohawk Valley 
Psychiatric Assn., June 17, 1957. / Fleischmajer, R., 
et al.: Antib. Med. & Clin. Therap., 5, 120-124, 1958. 
/ Hoekstra, J. B., et al.: J. Am. Pharm. A., 42, 587- 
593, 1953. / Cronk, G. H. and Naumann, D. E.: New 
York J. Med., 55, 1465-1467, 1955. Paper in prepara- 
tion: data on 500 clinical cases available on request. 
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rising cost of money and the large demand for 
loans. 

Bank operating costs are relatively stable, it 
says, and when interest rates rise and loan de- 
mand expands, earnings respond with a power- 
ful leverage effect. 

The cycles of capital rates are so long that 
the fact is some times forgotten that at least 
once in each generation, banks do very well, 


It is frequently assumed that power and light 
companies, and public utilities in general, are 
among the worst sufferers from inflation be- 
cause their costs rise immediately and there is 
a lag before they can secure higher rates as 
an offset. 


“The Value Line Investment Survey,” pub- 
lished by Arnold Bernhard & Co., on the other 
hand, believes that inflation and the conco- 
mitant problems pose less of a peril to the elec- 
tric utilities than is popularly believed. 

“It must be remembered,” it says, “that utili- 
ties have been living with inflation for some 


Preferred stocks valued at approximately 
$596,000,000 are held in the portfolios of the 
nation’s investment companies, the National 
Association of Investment Companies reports. 
Just under 5 percent of total assets of the in- 
vestment company industry are estimated to be 
invested in preferred stocks. 

Ninety-nine investment companies — 86 
open-end (mutual fund) companies and 13 
closed-end companies — hold 624 preferred 
stock issues of 424 corporations. 
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INFLATION AND UTILITIES 


FUNDS HOLDINGS OF PREFERRED STOCKS 


indeed. There is always an earnings lag, in 
view of the gradual elimination of the old, 
lower-interest-bearing loans — but bank earn- 
ings later this year should begin tangibly to 
reflect the higher interest rates and increased 
loans. This, in turn, could create a substantial 
demand for bank shares, not only as defensive 
issues, but for the possibility of growth and 
appreciation. 


time.” The very substantial inflation arising 
from World War II financing by no means 
throttled these companies. Utility earnings and 
dividends, the survey points out, have more 
than kept pace with the growth of the economy 
as a whole over the past decade. 

Despite the rising cost trend in utility plant 
construction, fuel expenses and labor costs, the 
utility companies were able to reduce the price 
of electricity to their residential customers year 
after year and still earn a fairly constant return 
on plant. Moreover, over the past ten years 
electric utility per share earnings and dividends 
have grown more rapidly than those of the 
average stock. Currently, revenues, earnings 
and dividends are all continuing to grow at a 
rapid clip. Prospects of sustained revenue 
growth, based on the Federal Power Commis- 
sion projections of demand, are more clearly 
defined than the sales potentiality in nearly any 
other industry. 


Preferred stock constitutes a claim on the 
corporation’s earnings before dividends may be 
paid on the common stock. Its claim on assets 
usually comes before that of common stock if 
a corporation liquidates. 

Dividends on a preferred stock usually are 
paid at a specified rate, if earned, and are often 
cumulative. For some issues, participation with 
common stock of the company in earnings 
above the stated rate is provided (participating 
preferred stock). 
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41 4 prophylaxis 
NYLMERATE Solution Concentrate as a 
vaginal douche 


© Therapeutic (Bactericidal and tricho- 
monacidal) 

@ Acidic (4.1 pH in dilution) 

© Reaches innermost recesses via low 
surface tension 

e Use... twice daily (1 capfull to 2 
quarts water) 

Economical 

e Available only on your prescription 
(Eliminates possibility of excessive 
or unwarranted vaginal douching) 


Specify pint bottles with measuring 
cap (Nylmerate: A brand of pheny!- 
mercuric acetate) 
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vaginal 
discharges 


Check these important features 
of NYLMERATE 


Positive’ Trichomonacidal and 
Monilicidal action 

© Symbiotic organisms eradicated 
by its bactericidal potency 

* Low surface tension allows for 
deep epithelial cell penetration 

¢ Re-establishes normal vaginal 
flora and prevents recurrences 

Simple to use... morning and 
night applications, including 
treatment during menstrual 
period 


Prescribe: “Nylmerate Jelly with applicator” 3 oz. and 5 oz. 


tubes 


HOLLAND-RANTOS CO., INC. © 145 HUDSON STREET © NEW YORK 13, N. Y. 
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The stock market contains many speculators 
who are too young to remember the furious 
pace of the nineteen twenties and the collapse 
in 1929. Two of Wall Street’s experts suspect 
they may eventually be taught a lesson, in the 


The two are L. O. Hooper, analyst, and Ru- 
dolph Weissman, economist, for W. E. Hutton 
& Co. Their views were carried recently in 
“Challenge,” a publication of the Department 
of Economic Affairs of New York University. 

“There is a real danger that the new genera- 
tion of speculators who never have known ad- 
versity may become too confident,” they assert. 
“In some cases, prices have already exceeded 
corporate price-earnings ratios, and future pros- 
perity has been discounted further ahead than 
is safely predictable. 

“Speculators and gullible get-rick-quick buy- 
ers of common stocks may have to learn that 
capital gains and growth cannot be relied upon 
to occur with monotonous regularity week af- 
ter week.” 

They find speculation in this generation is 
no different than it has been in the past. Specu- 


The revolution has come, says Keith Fun- 

ston, President of the New York Stock Ex- 

change, in announcing recently that nearly 

12% million persons own American industry. 
Funston calls it “a quiet economic revolution 

that is reshaping America.” 

The New York Stock Exchange surveyed the 


SPECULATION, EX-CAUTION 


PEOPLE’S CAPITALISM GAINS 


lators want a “quick killing.” They care 
nothing for company earnings, financial con- 
dition, dividends, management prospects. 

The two experts have noted a growing num- 
ber of investors abandoning their usual caution; 
people buying stocks who never bought before; 
wealthy turning from investments such as tax 
exempts well-suited to their portfolio to com- 
mon stocks to “get on the band wagon” and to 
hedge against inflation. 

This speculation is different from that of 
1929, it is noted. Excesses now seem to be 
concentrated on less important industries con- 
trasted with the blue chip speculation of 30 
years ago. It’s the electronics and space age 
stocks at the present time. 

There are many other differences between 
this market and the one of the late 1920's. 
They note: 

© The attitude of the financial community is 
more intelligent. 

e Brokers’ loans are much smaller than they 
were in the Fall of 1929. 

e With present margin requirements of 90 
percent fixed by the Federal Reserve Board a 
debacle similar to October-November, 1929, 
does not seem possible. 

e Short selling is regulated now and so are 
operations of specialists and floor traders. 

e The Securities and Exchange Commission 
and New York Stock Exchange are more vigi- 
lant. 

e Industry is much sounder financially. Ac- 
counting practices are sounder. 

e Here and there exuberance is leading to 
some doubtful practices, but in the aggregate 
they are not of great significance. 


nation and found that there are 12,490,000 
stockholders, nearly double the 6,490,000 re- 
ported for 1952 and 45 percent higher than 
the 1956 count of 8,630,000. 

This giant total — one out of every eight 
adults in the nation—was an overwhelming 
surprise to the Stock Exchange, to its presi- 
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there’s no juice 
like citrus juice 


As a high-potency source of vitamin C, 
citrus juice—fresh, frozen, or canned—is 
unmatched for convenience and economy. 
The table below shows amounts? of other 
fruit juices required to supply the 100 
mg.* of vitamin C in one glass (7-9 fl. oz.) 


of citrus juice. 


citrus glass 
50 glasses 


9 glasses 


3-4 glasses 
50 glasses 


*Data calculated from: Watt, B. K. et al., U.S. 
Dept. Agric. Handbook No. 8, 1950; and Burger, 
M. et al. Agr. & Food Chem. 4:418, 1956. 


*This is the peak of the 
Recommended Daily 
Allowances for adolescence 
or pregnancy; 150 mg. dur- 
ing lactation; 70-75 mg. for 
normal adults. 


GRAPEFRUIT 
TANGERINES DRIDA CIERUS COMMISSION - Lakeland, Florida 
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dent, and to Wall Street in general. 

Up to the time the report was issued the 
financial district talked in terms of 10,000,000 
stockholders owning the nation’s business. And 
the talk was not stressed because everyone 
thought it was an exaggeration. 

These people who own the nation’s business 
—common stockholders are the owners of the 
corporation — also have other investments. 
Eighty-one percent have life insurance, 90 per- 
cent have savings accounts, 68 percent own 
their own homes, 59 percent have U. S. govern- 


There is no set pattern in American industry 
for the retention of retired executives. A study 
made by the National Industrial Conference 
Board says many stay on as consultants be- 
cause companies “welcome the presence of re- 
tired officers and directors for the experience 
and judgment they can contribute.” 

The Conference Board said a survey of 278 


Life insurance has enjoyed one of the most 
favorable long-range growth trends of any 
»roduct or service, a review of the industry 
issued recently by David L. Babson & Co., 
Boston, states. 

The following figures illustrate its growth and 
stability, comparing the growth of new life in- 
surance written, total insurance in force and 
assets over the past decade as against the gross 
national product. 


w 
24 
<u 

AVERAGE ANNUAL 99 ae 

RATE OF GROWTH < zz o< 


1948-1953 +7% +10% +9% ++7% 
1953-1958 +4 +13 +10 +6 


CHANGE IN YEARS 
OF RECESSION 


1948-1949 —1% +1% +6% ++7% 
1953-1954 —1 +25 +10 +7 
1957-1958 —l — 1 +7 +6 


RETAINING THE RETIRED 


VIEWS ON INSURANCE INDUSTRY 


ment bonds, and 37 percent are in pension 
funds, the survey found. 

More than two-thirds of the group own the 
$300 billion worth of common stocks listed 
on the New York Stock Exchange. This total 
alone, says the survey, is nearly equal to the 
entire shareowning population in 1956. 

An additional 2,700,000 people, own shares 
traded in on other exchanges or over the 
counter. And 1,230,000 individuals own only 
investment company shares of which there are 
some $15 billion outstanding. 


manufacturing firms shows that half kept their 
retired executives on in a consulting capacity. 

However, many of the respondents doubted 
the merits of continued business ties with re- 
tired officers. Frequently, it was felt, the lin- 
gering presence of retired officers might affect 
morale of younger men, or that retired officers 
lack the incentive to carry on. 


Most of the major forces at work in the 
economy are favoring the growth of life insur- 
ance, the firm observes. It summarizes these 
briefly as follows: 

a) The steady rise in personal income and 
the remarkable increase in the number of 
middle-income families, which together have 
created an expanding mass market for life in- 
surance despite the fact that people have actu- 
ally been spending less of their income on pre- 
miums in recent years than pre-war. 

b) The expanded family protection made 
necessary by the huge gain in the number of 
children in the post-war years. Since 1954 
births have averaged 4.2 million per year. 

c) The increasing social emphasis on se- 
curity, the inclusion of group insurance in com- 
pany benefit programs, and the need for step- 
ping up the dollar amount of protection to 
compensate for the approximate doubling of 
living costs since pre-war days. 

d) The many new types of life policies de- 
veloped to meet changing needs of business and 
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individuals—for instance, to complete mortgage 
payments and to meet estate taxes. 

Earnings Factors: In addition to changes in 
the volume of insurance in force, four other 
principal factors affect the earnings of life un- 
derwriters, as foilows: 

a) Return on Investment: With interest 
rates at the highest levels in 30 years, the re- 
turn which insurance companies are earning 
on their invested reserves and other assets is 
rising steadily. The 1958 rate of 3.85 percent 
(before taxes) was the highest since 1934 and 
the 1959 figure will be still better. 

b) Mortality: The death rate has declined 
sharply in recent years. From 13 per 1000 
population in 1920, it dropped to 10.7 in 1940, 
to 9.6 in 1950 and has stabilized since then. 

c) Operating Costs: The following table in- 
dicates that the industry has maintained a 
favorable ratio of operating expenses to income 
during the post-war period of rapidly rising 
costs. 


1945-49 Ave.—16.1% 
1935-44 Ave.—13.9 
1925-34 Ave.—16.2 


1957—17.8% 
1956—17.2 
1954—17.1 


1951—16.3% 
1947—17.0 
1945—13.7 


d) Taxes: A new tax law, applying to the 
earnings for 1958 and thereafter, has been 
signed by the President. It replaces the year-to- 
year “temporary” basis that has existed since 
1942. Thus an uncertainty which has been 
hanging over the industry for many years is 
finally being eliminated. 


OUR INVESTMENTS GROW ABROAD 


In less than ten years U.S. industry has al- 
most trebled its investment in Western Europe, 
according to a recent issue of “Report on West- 
ern Europe,” The Chase Manhattan Bank’s bi- 
monthly survey. 

In 1950 the total of “direct investment,” rep- 
resenting both new capital and reinvested prof- 
its of U.S. companies operating in the area, 


HER concepts 
of 
cleansing 
have 
changed... 


Today she would prefer 
TRICHOTINE® 


for her most personal cleansing 


THE FESLER COMPANY, INC. + 375 Fairfield Ave., Stamford, Conn. 
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amounted to $1.7 billion. “It is now an esti- 
mated $4.5 billion — and growing even more 
rapidly under the impact of the European Com- 
mon Market,” the publication says. 

“The postwar pattern of American invest- 
ment in Europe—highly concentrated by coun- 
try, by industry and by company — now is 
gradually changing under the impact of the 


Common Market and the accelerated flow of 
U.S. capital to Europe,” the report continues. 
“In the postwar period, most of the increase 
in U.S. investment in Europe came from re- 
invested profits of large wholly-owned subsidi- 
aries. The current trend is towards more new 
capital from the U. S., and more joint ventures 
with foreign firms.” 


Arkansas Louisiana Gas Co.—Its manage- 
ment is aggressive and the company has made 
good headway in the last four or five years. It 
has diversified in the natural gas industry but 
operations also include production of cement, 
chemicals, petro-chemicals and gas liquid prod- 


ucts. Earnings this year are expected to be 
$3.75 to $4 a share and the prospect is bright 
for more liberal dividends. 


Ov” Bausch & Lomb Optical Co. 
— it is a leading producer of op- 

tical products and has now de- 
veloped an impressive line of scientific instru- 
ments. Half its sales come from lens, frames 
and diagnostic equipment and the other half 
covers some three thousand instruments in the 
analytical, industrial, medical, educational, 
motion picture and military fields. Within a 
year it has made three acquisitions and the 
prospect is for an increase of 15 percent in 
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Inquiries are received from a number of investors asking 


recognized analysts and represent their considered opinion. 


for information regarding specific securities. Answers are 


presented here on the basis of information received from 


sales this year, with estimates of earnings 
running around $2.50 a share. 


Fruehauf Trailer—Last year it had a deficit 
of 88 cents a share. There is a new manage- 
ment now and it has made extensive changes. 
Working for the company is the cyclical up- 
turn in capital goods expenditures. The com- 
pany has always been prominent in building 
equipment for the piggy-back method of trans- 
portation, and this is going ahead. The above, 
coupled with operating economics, have led to 
estimates of 1959 earnings running $1.75 to $2 


a share. 


North American Cement—Along with the 
other cements, the stock hasn’t done much. 
The company has $5,678,221 in working capi- 
tal and the ratio of its current assets to current 
liabilities is 4.6. Over the last ten years it has 
shown a steady improvement in sales and this 
year it was in the black in the first quarter as 
against a deficit a year ago. With the expected 
gain in building construction there are Wall 
Street estimates it could earn $4.25 a share 
this year. 
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W. R. Grace & Co.—lt 
has become highly diversi- 
fied in the United States and 
South America, and while 
one thinks of it as a trans- 
portation company, its chemical sales now ac- 
count for an important part of its volume. 
Earnings last year dropped to $2.07 a share 
against $3.31 in 1957. It has now obtained a 
better control over profit margins and the 
Street looks for $3 a share this year. 


Babcock & Wilcox—lIt improved its earnings 
picture in the first quarter, giving rise to esti- 
mates it will show $2.75 a share on its common 
this year, with $3.25 possible in 1960. A com- 
pany in this line of business is subject to the 
ordering cycle of the utility equipment indus- 
try, and recent reports indicate ordering is im- 
proving. The stock is well below its all-time 
high, so appears attractive for those who will 
wait for the cycle to turn. 


Detergents are the modern, efficient way of 
cleansing. They provide greater surface activity 
and assure effective penetration. 

Trichotine is the modern detergent vaginal 
douche. Unlike vinegar or low pH douches, 
Trichotine cuts through viscid leukorrheal dis- 


in vaginitis—vulvovaginitis— 
cervicitis—pruritus vulvae— 

postcoital and postmenstrual 

hygienic irrigation 
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Eastern Industries, Inc.—Poor earnings have 
taken a severe toll of this stock. In the last 
few months there has been an improvement in 
incoming orders, and the low point of its 
operations appears to have been passed. It is 
important in the manufacture of vehicle actu- 
ated traffic control equipment, and has installed 
systems in a number of our major cities. Traffic 
conditions of a week-end indicate there should 
be no slump in this effort for years to come. 
About half of its business is for the government. 


Thatcher Glass Manufacturing Co.—Once it 
was known as the big maker of milk bottles. 
Now this accounts for only 8 per cent of its 
sales. But that’s about 20 percent of the market. 
It has diversified into household and industrial 
glassware and, through its McKee Division, 
manufacturers ovenware, tableware, mixer and 
blender bowls and glass fronts for washing 
machines. It is an interesting issue if you are 
willing to stick with it. 


hanged... 


charge and allows complete penetration of its 
healing and soothing ingredients. Trichotine is 
bactericidal and promotes epithelization. It 
offers quick relief from pruritus, and its re- 
freshing, soothing action is reassuring even to 
your most fastidious patients. 


TRICHOTINE 


write for samples and literature to THE FESLER COMPANY, INC. * 375 Fairfield Ave., Stamford, Conn. 
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New revitalizing tonic 
brightens 


| 


A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement ...”! “Patients reported an increase in 
alertness, vitality and sense of well being.’ 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 


Ritalin® hydrochloride 5 mg. 
methyltestosterone 1.25 mg. 
ethinyl estradiol 5 micrograms 
thiamin (vitamin B,) 5 mg. 
riboflavin (vitamin B.) 1 mg. 
pyridoxin (vitamin B.) 2 mg. 
vitamin B,, activity 2 micrograms 
nicotinamide 25 mg. 
dicalcium phosphate 250 mg. 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: To be published. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 
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ON FINANCIAL 


SUBJECT 


International Harvester Co. 


Edison Brothers 
Ford Motor Co. 


Anchor Hocking Glass Co. 


Utah Power & Light 
Lerner Stores Corp. 
Cement Industry 
American Tobacco Co. 
Consolidated Coal Co. 
Southern Company 
Underwood Corporation 
Draper Corporation 
Smith-Douglas Co. 
Mesta Machine Co. 
Western Auto Supply 
Curtiss-Wright Corp. 
Polymer Corporation 
Craig Systems, Inc. 
Scott Paper Co. 


Raytheon Manufacturing Co. 
West Virginia Pulp & Paper 


Collins Radio Co. 
Joy Manufacturing Co. 


General Time Corporation 
San Diego Gas & Electric 


Continental Oil Co. 
Bestwall Gypsum Co. 
The Oil Industry 
Carborundum Co. 
Colgate Palmolive Co. 


EX-CELL-O Corporation 


J. I. Case Co. 


Robinson Technical Products, Inc. 
World Wide Helicopters, Ltd. 
Hunt Foods & Industries, Inc. 
Arkansas Louisiana Gas Co. 
Wheeling Steel Corporation 


Owens-Illinois Glass 
Corn Products Co. 


Coastal States Gas Producing 
Broken Hill Proprietary Co. Ltd. 


CURRENT 
READING 


partial list of such literature that has come to hand recently follows. 


Wall Street firms are glad to supply those who are interested with 


views on various industries and compenies. You can do us a favor 


if you mention Medical Times as the source of your information. A 


SUBJECTS 


Eastman Dillon, Union Securities & Co. 
Eastman Dillon, Union Securities & Co. 


Hornblower & Weeks 


Chace, Whiteside & Winslow 
Auchincloss, Parker & Redpath 


Reynolds & Co. 

Calvin Bullock, Ltd. 
Thomson & McKinnon 
Thomson & McKinnon 
Thomson & McKinnon 
Harris, Upham & Co. 
Harris, Upham & Co. 
Harris, Upham & Co. 
W. E. Burnet & Co. 
W. E. Burnet & Co. 
Ira Haupt & Co. 

Ira Haupt & Co. 
Hemphill, Noyes & Co. 
Evans & Co. 


Paine, Webber, Jackson & Curtis 


Josephthal & Co. 
White, Weld & Co. 
Filor, Bullard & Smyth 
Herbert E. Stern & Co. 


Shearson, Hammill & Co. 
Shearson, Hammill & Co. 
Shearson, Hammill & Co. 


Hardy & Co. 


Montgomery, Scott & Co. 


Orvis Brothers & Co. 
Green, Ellis & Anderson 
Green, Ellis & Anderson 
Blair & Co. 

Blair & Co. 

Halle & Stieglitz 
Schweickart & Co. 
Schweickart & Co. 
Hayden, Stone & Co. 
Hayden, Stone & Co. 
Hayden, Stone & Co. 


Carl M. Loeb, Rhoades & Co. 


FIRM'’S NEW 
YORK ADDRESS 


15 Broad St. 

15 Broad St. 
40 Wall St. 

67 Wall St. 
Two Broadway 
120 Broadway 
One Wall St. 
Two Broadway 
Two Broadway 
Two Broadway 
120 Broadway 
120 Broadway 
120 Broadway 
11 Wall St. 

11 Wall St. 
111 Broadway 
111 Broadway 
15 Broad St. 
300 Park Ave. 
25 Broad St. 
120 Broadway 
20 Broad St. 
26 Broadway 
52 Wall St. 

4 Wall St. 
14 Wall St. 
14 Wall St. 
30 Broad St. 
120 Broadway 
15 Broad St. 
61 Broadway 
61 Broadway 
20 Broad St. 
20 Broad St. 
52 Wall St. 
29 Broadway 


29 Broadway 
25 Broad St. 
25 Broad St. 
25 Broad St. 
42 Wall St. 
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LONDON LANDMARKS 


The city abounds in historic sights. This article deals 
with three of them—No. 10 Downing St., the Tower, 
and the British Museum, a unique institution. 


British Travel Assoc. 

An aspect of London tradition: A detachment 
of the Scots Guards march from Buckingham. 


a year marks the two hun- 
dredth anniversary of that unique London in- 
stitution, the British Museum. This building 
not only houses some of the greatest archeo- 
logical and artistic treasures on earth, but it 
is also one of the world’s finest libraries. 

If you visit London this fall, you should in- 
clude the museum on your sightseeing list. 

The museum began with a very small col- 
lection when Sir Hans Sloane left his antiqui- 
ties to the nation in 1759, but it was to grow 
tremendously. Today, with eight million books, 
the library alone fills a mile and a half of new 
shelves every year. The cellars are jammed 
with millions of items for which there is no 
exhibit space. 

This museum can wear you out and make 
you footsore, but taken sensibly, a bit at a 
time, it can be a source of never-ending delight. 

There are interesting restaurants within a 
couple of blocks. For instance, the White 
Tower on Percy Street, or the Etoile and La 
Belle Meuniere on Charlotte Street. 

It would be well to appear at the doors of 
the museum at 11:30 A.M. or 3 P.M. At these 
hours you may begin what is probably the most 
literate guided tour in the world. 
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PRAVEI and vandalism. To save them he paid 75,000 
pounds to the Turks for permission to remove 
those which had fallen to the ground or been 
built into houses. 

Your host will be a learned member of the Or take the Rosetta Sone, written in Greek, 
staff. By attending the lecture tours each week, ancient Egyptian hieroglyphics, and the De- 
on a day off, it is possible for a Londoner to _motic, or simplified Egyptian script. One of 
obtain something resembling a degree in his- | Napoleon’s soldiers dug up the weathered stone 
tory. The lectures rotate to accommodate such while building a fort. A couple of years later 
visitors. the British captured it. A French scholar, 

Perhaps your guide will begin by pointing Champollion, solved the problem of matching 
out the reading room. Here Karl Marx wrote up the unknown hieroglyphics with the Greek. 
“Das Kapital,” textbook of communism. Here This opened the door to all we know about 
Bernard Shaw wrote his early plays of social ancient Egypt today. 
protest. In the Assyrian Hall are the giant stone 

winged bulls from Nineveh. A young British 
Ancient Treasures traveler, Layard, 110 years ago fought against 

Next on the route will probably be the Elgin ignorance, indifference, disease and corrupt 
Marbles. They are part of the sculpture that soldiers to dig them up. He brought out the 
adorned the ancient Parthenon. When Lord first traces ever found of ancient Assyria. 
Elgin sought permission in 1800 to buy them, Or perhaps you'll be most interested in the 
they had suffered every form of pillage, abuse Continued on page 129a 
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— quiets the spastic colon, through gentle se- 
when dation of BUTISOL Sodium® butabarbital 
complaints : | / sodium 15 mg. and the relaxing action of 


react on natural extract of belladonna 15 mg. 


her stomach | BUTIBEL TABLETS - ELIXIR - PRESTABS® BUTIBEL R-A 
(Repeat Action Tablets) 


McNEIL LABORATORIES, INC. 
Philadeiphia 32, Pa. 
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...and one to grow on 


A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. 


REDISOL is crystalline vitamin B,», an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 
the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 mcg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 mcg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 


REDISOL 


cyanocobaiamin, Crystalline Viternin B19 


4 
Sis) MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Why is Triva now routinely prescribed so 
often for post-partum patients?«Beeause - 
Triva is effective in any pH medium, does not depend on normalizing the | 
vaginal pH « Because Triva’s saline agent helps soothe and restore mucosal 
tissues to normal « Because Triva cleanses the vaginal vault, provides a 
sanitary environment for healing « Because Triva’s douche (b.i.d.) method 
is simple, clean preferred by new mothers. « Proven 


SEATED FEMALE HOLOING INFANT / CIVILIZATION /GUERRERO PROVINCE, MEXICO/ APPROX. 900 A. 0. /COURTESY OF PRIMUS GALLERY, 


* 
AF. 


effective against all three types of vaginitis and prescribed more than 350,000 
times, Triva will promote rapid healing and reduced discharge in your post- 
partum patients. If you haven’t already...try Triva. « Supplied: Package of 24 
individual 3 Gm. Packets. Each packet contains: Oxyquinoline Sulfate—Alkyl 
Aryl Sulfonate--Di sodium Ethylene Bis-iminodiacetate—Sodium Sulfate— 


Dispersant—BOYLE 
Los Angeles 54, Calif. 
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TWO NEW IMPORTANT MEDICATIONS 


Without riged dietary restrictions, MODUTROL, 200 scam. 
#5 the sole medication, gave complete relief in previous!) 
pesisiant cases of peptic ulcer. untoward side effect< 
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famous standard of Ur, a mosaic of shells, lapis 
lazuli, and mother of pearl from ancient Su- 
meria. It tells of the dress, customs and ap- 
pearance of these first civilized people 6000 
years ago. 

You might hear of Flinders Petrie, who 
founded much of the museum’s immense 
Egyptian collections. Or about the Suffolk 
ploughman who turned up a hoard of 50 
pounds of silver in 1942—buried by a Roman 
family fleeing invasion, 1600 years ago. Or 
about the 80 foot Saxon boat with its gold 
hoard and jewelry, discovered at Sutton Hoo, 
Suffolk, in 1939. 

There’s the Portland Vase, one of the out- 
standing known examples of Roman glassware, 
discovered in 1530. It was this lovely blue vase 
with white figures which inspired Josiah Wedg- 
wood to create his famous Wedgwood Blue. 

There’s Nelson’s last and half-finished letter 
to Lady Hamilton, begun just before the Battle 
of Trafalgar; the first Christmas card; the pen 
sketches made by a witness of the trial and 
execution of Mary Queen of Scots; two of the 
original four copies of the Magna Carta signed 
by King John at Runnymede. 


Downing Street 

Perhaps the most photographed door in the 
world is No. 10 Downing Street, the office and 
official residence of the Prime Minister of Great 
Britain for the past 200 years. 

Visitors from all over the world flock to see 
the house with the black wooden door and 
burnished brass knocker. But they don’t go in, 
for behind this simple facade nearly all of the 
policy-making of Britain takes place. Visitors 
are astonished to see the unpretentious house 
in a short, narrow street, and to notice that 
the grocery delivery man may follow a visiting 
ambassador through the door. No. 10 has only 
one street entrance, and it is a functioning 
residence. 

If you'd like to see it in the near future, now 
is the time. Soon it will disappear under scaf- 
folding. A major repair job costing more than 
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two million dollars is in the works. 

A similar shoring up of the old construction 
had to be performed 175 years ago, and the 
British, who expect a building to last forever, 
have been saying uncomplimentary things 
about George Downing, the original builder. 

This man, oddly enough, was one of the 
earliest graduates of America’s Harvard Col- 
lege. He was also one of the outstanding turn- 
coats and informers of his time. Samuel Pepys 
knew him and called him a “low schemer and 
scoundrel.” 


MONEY CHART 


A money chart which shows how to 
translate from dollars to shillings and 
pounds is a handy item for the traveler in 
Britain. To obtain one free of charge, write 
to the British Travel Association, 680 Fifth 


Avenue, New York 19, N.Y. 


America offered so little scope to his talent 
that he returned to England in 1635 to head 
Cromwell's spy corps in Scotland. A while later 
he was informing on all his old revolutionary 
comrades for Charles II. His reward was the 
property which is now called Downing Street. 
He became a contractor. 

And now they're about to replace the 
shoddy beams he put into his construction. So 
if you'd care to see No. 10 in its original state, 
you'd better go soon. 


Tower of London 


More solidly built, perhaps, is another Lon- 
don landmark, the Tower of London. This an- 
cient fortress is guarded by men who look like 
something out of an opera. They are the tower 
warders, familiarly called beefeaters. 

If you speak to one of them, you'll likely 
find him a mine of curious information about 
the ancient tower he guards, which is one of 
the most popular tourist attractions in the 
world. 

There are 35 to 40 of these yeoman warders, 
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who dress in approximately the same uniform 
given them by Henry VIII a month after he 
won the crown from Richard III at Bosworth 
in 1485. 

It consists of red knee length tunic piped 
in black and gold, a Tudor hat and ruff given 
by Queen Elizabeth I, and the Royal plant 
badge embroidered across the stomach. This 
is the Scottish thistle, Tudor Rose of England, 
and the Irish shamrock, surmounted by the 
royal crown. 

He carries a gilt steel halbard (long handled 
axe) with a gold tassel. 

The warders are chosen from retired army 
sergeants and warrant officers with distinguished 
records, and as a consequence each of them 
has a long row of medals. 

These days the Tower is as retired from 
military duty as the warders. It is actually a 
museum, and the warders have diverse duties. 


They act as tourist guides and help guard the 
Crown jewels. They are not above descend- 
ing to the Thames beach nearby on occasion 
and building a sand castle for the children of 
Stepney, who play there. 

Count Cosimo, Grand Duke of Tuscany, 
visited the court in 1669, and wrote home of 
the Yeomen of the Guard: “They are great 
eaters of beef, of which a very large ration is 
daily given them at the court, and they might 
be called beefeaters.” 

That’s one explanation of their name. An- 
other is that they waited on the table of the 
king in the reign of Charles I and II. They 
were called “Buffetiers,” which was corrupted 
to “beefeaters.” 

One warder takes care of the six ravens 
always at the Tower. He feeds them with 


horsemeat on a two shillings four pence weekly 
ration. Tradition has it the day there are no 
ravens at the Tower, it, or Britain, or both, will 
collapse. No one is about to take that chance. 

The daily tradition of the warders have never 
been changed in its entire history. In the Cere- 
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Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


_ LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


MEDICAL TIMES 


J 
: | If he needs nutritional support... 
; 
H 
| 
| 
=) 
130a 


mony of the Keys, every night at 10 P.M. the 
Chief Warder locks the Tower gates and brings 
the keys to headquarters in the fortress. The 
sentry calls out “Halt, who comes there?” 
“The keys.” 
“Whose keys?” 


tSS\ ) MEDICAL TIMES TRAVEL NOTES 


@ Of interest to vacationists who suffer from 
hay fever is a report that St. John, Virgin 
Islands, has been found to be completely free 
of ragweed. On the basis of a pollen survey 
of the island made by aerobiologist Oren C. 
Durham, St. John has been given a zero rating 
in the National Hay Fever Index, which is 
sponsored by the Pollen Committee of the 
American Academy of Allergy. Comparable 
figures in other areas: New York, 25; Chicago, 
65; Washington, D. C., 41; San Francisco, 0.2. 
An index below 1 is considered excellent and 
any area with a figure above 10 is not recom- 
mended for hay fever sufferers sensitive to 
ragweed. 


To Our READERS: You are avid travelers 
— as statistics show — taking trips for 
pleasure and relaxation as well as to 
attend professional meetings in this coun- 
try and abroad. In addition, you often 
prescribe travel for your patients. Thus, 
the purpose of this department is to give 
you concise, practical information about 
one of your strong interests—travel. As 
a special service, this section will carry 
each month a calendar of important forth- 
coming national and international medi- 
cal meetings. 
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A roundup of travel and vacation news of current interest 


“Queen Elizabeth's Keys.” Everyone pre- 
sents arms and the warder calls out “God pre- 
serve Queen Elizabeth.” 

The guard says “Amen!” 

Tradition, which makes Britain fascinating 
and enduring, goes on. 


@ A favorite of sightseers in Dublin is the 
huge Guinness brewery which sprawls over 63 
acres in the Irish capital. Visitors wind up 
their tours in the wood-paneled sampling room 
where they are offered many varieties of stout 
served in pewter tankards. Guided tours are 
offered twice daily at 11 A.M. and 3 P.M., and 
on Saturdays at 11 A.M. only. Children under 
12 are not admitted. 


@ If you've ever wondered what 
it’s like to live in a castle—com- 
plete with turrets, battlements and 
cavernous chambers — you can 
find out by visiting Dornoch Castle 
in Scotland. For many hundreds of years home 
of the Bishops of Caithness, it now is a resort 
hotel offering golf, sea bathing and trout fish- 
ing. Further information may be obtained from 
the British Travel Association, 680 Fifth Ave- 
nue, New York City 19, N. Y. 


@ Taking advantage of its centrally located 
geographical position in Europe, a regular 
schedule of daily tourist excursion flights from 
Locarno, Switzerland, to neighboring countries 
was inaugurated in May and will last until the 
end of November. Leaving from the airport of 
Locarno-Magadino, tourists can choose from a 
list of flights that would take them to Italy and 
France or over the scenic countryside of the 
three lakes region of Lake Lugano, Lake Mag- 
giore and Lake Como. Transportation is pro- 
vided from the city to the airport. Fares are 
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modest. It costs less than $25 to fly over the 
famous Matterhorn. This trip also includes 
views of the Breithorn and Monte Rosa. 


@ Dr. Andrew Furey, New York physician 
and veteran traveler, recommends the African 
safari for something different in travel. “You 
don’t have to be a Frank Buck to enjoy this 
kind of experience,” says Dr. Furey. “If you 
have a mild streak of adventure in you, that’s 
sufficient.” An expert photographer, he claims 
there’s nothing quite like “aiming your Leica 
at a rhino rumbling along under a full head 
of steam.” 


@ African safaris are grow- 
ing in popularity. An an- 
nouncement by the French 
Government Tourist Office 
in New York reports im- 
mediate interest in the first 
African tours conducted by 
the American Tourist Bu- 
reau, UAT French Airlines and Lufthansa. 
Bookings will continue the entire year for the 
tours which last from 22 to 58 days and cost 
from $1457 to $2756, including transportation 
(roundtrip from New York), sightseeing and 
hotels. The most popular West African safari 
is the 22-day trip which takes in views of primi- 
tive and urban life from the Ivory Coast to the 
remote villages of the North Cameroon, with 


“I'm sorry, sir, I'll 
have to have more 
information than an- 


thropoid pelvis." 


two days enroute spent in Paris. The 33-day 
trip at $1786 has as a high point a visit to 
Lambarene and the hospital built and main- 
tained by Dr. Albert Schweitzer. The Ameri- 
can Tourist Bureau Inc., 7 East 48th Street, 
New York 17, N. Y., will send a free tour 
folder on request. 


(3 @ French Tourist officials say 

ys that the new system of the 
ae \ “heavy franc,” which went into 
rf effect in France on July 15, 
he \ should pose no problems for the 
f American tourist. To make the 
change-over as easy as possible 

for foreigners and the French as well, the sys- 
tem is being introduced gradually. The old 
currency is being kept in circulation, merely 
being overprinted with the new “heavy franc” 
value which lops two zeros off the old figures. 
Not a revaluation, but a redesignation, a 10,000 
franc bill is overprinted as 100 francs, 5,000 
franc bills bear also the imprint of 50 francs, 
and so on down the line. The change simplifies 
bookkeeping and accounting procedures and 
serves to emphasize the economic stability of 
the country. New banknotes will also be issued 
in 5, 10, 50, and 100-franc denominations, 
and coins in “centimes” will replace the smaller 
values. As of July 15, merchants, restaurant 
and hotel owners were required to post their 
prices in both the old and new terminologies, 
side by side, to avoid any misunderstanding of 
the new system. U.S. tourists will find the 
exchange rate for the dollar expressed as either 
493.7 “old francs” or 4.937 “heavy francs.” 
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provide vitamin-mineral support 
during pregnancy and throughout lactation 


Just one NATABEC Kapseal daily, as prescribed by her physician, provides the gravida or the 
nursing mother with a well-balanced formula of vitamins and minerals, promoting better health 
both for mother and child. 


dosage: As a vitamin-mineral supplement during 
pregnancy and throughout lactation, one Kapseal 
daily, or more, as required. Available in bottles 
of 100 and 1,000. 
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Calendar of Meetings 


A listing of important national and international medical conferences 


\ 

SEPTEMBER Zurich, Switzerland. International Convention } 

on Nutrition and Vital Substances, Oct. 7-11. 

Contact: Secretary - General, Bemmeroderstr, 
61, Hannover-Kirchrode, Germany. 


Istanbul, Turkey. European Congress of Rheu- 
matism, Sept. 18-21. Contact: Prof. Hami 
Kocas, Medical School, Ankara, Turkey. 


Paris, France. World Congress for Physical Atlantic City, N. J. American College of Pre- 

Therapy, Sept. 6-12. Contact: Miss M. J. Neil- _ ventive Medicine, Oct. 21-22. Contact: Dr. \ 
son, Tavistock House, Tavistock Square, Lon- John J. Wright, P.O. Box 1267, Chapel Hill, | 
don, W.C. 1, England. 


Montreal, Canada. World Medical Association, —_ $¢rasbourg, France. International Congress of 
Sept. 7-12. Contact: Dr. Louis H. Bauer, 10 Therapeutics, Oct. 19-31. Contact: Prof. Fon- 
Columbus Circle, New York 19, N. Y. taine, Doyen de la Faculte de Strasbourg. 


Geneva, Switzerland. International Symposium Mon Cc , Canadien Society for the 


th ‘ . 12-13. : Dr. P. - 
Jean F. Campbell, 238 Queen’s Ave., London, 
nick, Case Stand 471, Geneva, Switzerland. y 
Ontario, Canada. 


Munich, Germany. International Cardiovas- 


cular Society, Sept. 18-20. Contact: Dr. Henry NOVEMBER 
715 Park Ave., New York 21, Nassau, Bahames. Bahamas Medical Confer- 
te ence, Nov. 27-Dec. 17. Contact: Dr. B. L. 


Frank, P.O. Box 4037, Fort Lauderdale, Fla. 


Genoa, Italy. Fourth International Course on 


Tomography, Sept. 28-Oct. 3. Contact: Prof. New Osteans, La, American Fractese Associa- 
Neopolo Marcarini, Istituto di Radiologia, Os- den Mee. 1.4. Oe 


pedals S. Martino, Gonos. ling, 610 Griesheim Bldg., Bloomington, Ill. 


OCTOBER 


Cleveland, Ohio. Academy of Psychosomatic DECEMBER 
Medicine, Oct. 15-17. Contact: Dr. Bertram Nassau, Bahamas. Bahamas Surgical Confer- * | 
B. Moss, Suite 1035, 55 E. Washington St., ence, Dec. 28-Jan. 16. Contact: Dr. B. L. 
Chicago 2, Ill. Frank, P.O. Box 4037, Fort Lauderdale, Fla. 
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the crowning 
achievement of 
the first 
corticosteroid 
decade 


DEXAMETHASONE 

treat tient ffectivel 
Comprehensive and thorough clinical trials show that DECADRON on a milligram basis is the most 
effective of all oral corticosteroids # DECADRON is virtually free of sodium retention, potassium 
depletion, hypertension, or edema ® DECADRON is virtually free of diabetogenic effect in therapeutic 
doses ® DECADRON has not caused any new or unusual reactions ® DECADRON helps restore a 
“‘natural’’ sense of well-being. 
INDICATIONS: Ali allergic and inflammatory disorders amenable to corticosteroid therapy. CONTRAINDICATIONS: 
Herpes simplex of the eye is an absolute contraindication to corticosteroid therapy. DECADRON should be administered 
with the same precautions observed with other corticosteroid therapy. DOSAGE AND ADMINISTRATION: Transfer of 
patients from other corticosteroids to DECADRON may usually be accomplished on the basis of the following 
milligram equivalence: 

’ one 0.75 mg. tablet of Decadron* (dexamethasone) replaces: 

| One 4 mg. One 5 mg. One 20 mg. One 25 mg. 

tablet of tablet of tablet of tablet of 

methylprednisolone prednisolone 

4 or triamcinolone or prednisone hydrocortisone cortisone 


Detailed literature is ilable on req t 
DECADRON is a trademark of Merck & Co., Inc. 


©1958 Merck & Co., Inc. 


Merck Sharp & Dohme 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 


SUPPLIED: As 0.75 mg. scored pentagon-shaped tablets. Also as 0.5 mg. tablets, to provide maximal individualized 
flexibility of dosage adjustment, since many patients achieve adequate control even on lower dosage. 
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MODERN THERAPEUTICS 


The Story of Shipyard Eye 

“At present adenovirus type 8 unquestion- 
ably causes epidemic keratoconjunctivitis, and 
it may well be the sole cause of this disease in 
its typical form. Thus it is proper henceforth 
to support the clinical impression of E.K.C. by 
laboratory evidence of infection with adeno- 
virus type 8—either by virus isolation or by 
the demonstration of a rise in specific neutral- 
izing antibody titre. The mythical ‘virus of 
epidemic keratoconjunctivitis’ or ‘Sanders virus’ 
of textbooks may be discarded—the poison 
phial is lost forever. Finally—in North Amer- 
ica and Great Britain at least—the hero of the 
beginning of the story, the eye physician, is 
the villain at the end. It is he who spreads the 
virus among his patients in shipyard, office, 
and hospital, and who is responsible for out- 


breaks of the disease in the Western world.” 
ERNEST JAWETZ 
Brit. Med. J., 1:876, 1959 


Manual Compression of the Chest 
“This is a study of the value of a simple 


physical manoeuver of manual compression of 
the chest in eliciting adventitious pulmonary 
sounds. 

Lesser degrees of bronchial disease sufficient 
to provoke complaints of breathlessness but in- 
sufficient to produce signs by standard exami- 
nation have usually been found to yield evi- 
dence on applying the manoeuver. 
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New therapies and significant clinical investigations 
abstracted from other journals. 


Basal crepitations due to early pulmonary 
oedema are not heard on application of com- 
pression—a fact which helps in distinguishing 
the crepitations of left ventricular failure from 
those of bronchial exudate.” 


DR. LAWRENCE POWER 
The Lancet 


Aspiration in Primary Tuberculous 
Pleural Effusion 

“A comparison has been made between the 
use of single and repeated aspiration in the 
treatment of primary tuberculous pleural effu- 
sion. 

Of the 52 patients included in the trial, 33 
were treated by repeated aspiration and 19 by 
single diagnostic aspiration. 

The results were compared in terms of dura- 
tion of pyrexia and elevated E.S.R., rate of 
clearing of effusion, and residual opacity after 
six months’ treatment. 

There was a slightly shorter duration of py- 
rexia and a prolonged duration of raised E.S.R. 
in the repeated-aspiration group. 

Although the repeated - aspiration group 
tended to clear rapidly in the early stages, there 
was no significant difference between the groups 
in the amount of pleural opacity remaining at 
six months.” 


S. E. LARGE, R. K. LEVICK 
British Medical Journal, 1: 1514, 1958 
Continued on page 138a 
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Just one prescription for | 

Engran™ Term -Pak” 

calling for one tablet a day will 
carry her through term to the 
six-week postpartum checkup. 
This means you are assured of a 
nutritionally perfect pregnancy, 


and she realizes major savings. 


an “TERM -PAK’ AND ‘FL ERIDOSE’ ARE SQUIBB TRADEMARKS 


* And when baby comes, specify Engran baby drops — full vitamin 
support in half the volume of most similar preparations — lasts twice as long. Supplied 
in 15 ce. and 50 cc. bottles. Convenient ‘Flexidose’ Dropper assures accurate dosage. 
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Before application of White’s Vitamin A & D 
Ointment—Typical diaper rash with excoriation 
of skin. 


Before application of White's Vitamin A & D 
Ointment—Treatment-resistant varicose ulcer in 


elderly obese patient. 


Before application of White's Vitamin A & D 
Ointment—Second and third degree burns 
caused by flaming gasoline. 


After application of White's Vitamin A & D 
Ointment at every diaper change—Diaper rash 
has completely disappeared within one week. 


f 


After daily treatment with White's Vitamin A 
& D Ointment—Completely healed ulcer pho- 
tographed five weeks after the start of treat- 
ment with White's Vitamin A & D Ointment. 


After pressure gauze dressings of White's 
Vitamin A & D Ointment—changed at weekly 
intervals—Complete healing with minimal scar 
tissue and no contractures. 


Supplied in 1)2 and 4 oz. tubes; 1 Ib. jars and 5 Ib. containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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MODERN THERAPEUTICS—Continued 


Hepatic Dysfunction Due to 
Chlorpromazine Hypersensitivity 

“Asymptomatic hepatic dysfunction occurred 
in 34 of 68 patients during the first month of 
chlorpromazine therapy. In 32 the dysfunction 
was anicteric. In the 34 patients normal 
hepatic function spontaneously returned dur- 
ing the continued administration of the drug. 

The earliest phase of hepatic reaction to 
chlorpromazine is hepatocellular impairment 
and injury. The most reliable indicator of this 
phase is the bromsulfalein excretion test. 

Six of 10 other cases, completely recovered 
from icteric or anicteric hepatic dysfunction, 
underwent rapid recurrence of dysfunction 
upon readministration of chlorpromazine. 

Hepatic dysfunction caused by chlorproma- 
zine appears to be based primarily upon drug 
hypersensitivity. Synthetic adrenal cortical 
hormone, concurrently administered with chlor- 


promazine, did not prevent recurrence of 
hepatic dysfunction.” 

LEO WAITZKIN, M.D. 

Annals of Internal Medicine, September 1958 


Zanchol, a New Hydrocholeretic Agent 
Zanchol, a new hydrocholeretic agent, is a 
synthetic fluoranthene derivative with a keto- 
butyric acid side chain. The authors observed 
the characteristics of the drug in 182 patients 
with various biliary disorders: 20 persons were 
intubated following cholecystectomy and com- 
mon duct exploration; 55 had a diagnosis of 
postcholecystectomy syndrome; 75 had chronic 
calculous cholecystitis for which surgery had 
not been employed; 15 had chronic noncalcul- 
ous cholecystitis, and the remainder of the 


group represented cases of serum and viral 
Continued on page 140a 
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adolesce 


Adolescence can be almost unbearable to the boy or girl with acne. And, unfor- 
tunately, the self-consciousness and embarrassment that accompany acne do 
not always disappear when the acne is controlled. These emotional scars 


too often remain. 
Many of the acne cases you see will respond to treatment with ‘Acnomel’, 
Improvement is often apparent in a matter of days, rather than in weeks or months. 


Flesh-tinted ‘Acnomel’ conceals acne pimples and lesions as it heals them. Its 
special vehicle makes ‘Acnomel’ nonstaining, easy to apply and to remove. And 
Acnomel’s three proven ingredients—sulfur to reduce sebaceous secretion, 
resorcinol to dry the skin and expel keratin, and hexachlorophene to control 
bacterial infection—assure complete topical treatment for acne. 

‘Acnomel’ is available in both Cream and Cake form: Crearn for use at home, and 
Cake (in a handy compact) for use away from home. Used together, ‘Acnomel’ 
Cream and Cake provide effective, convenient 24-hour therapy. 


Acn O mM e | 4 conceals as it heals 


Smith Kline & French Laboratories 


*T.M, Reg. U.S. Pat. Of. 
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MODERN THERAPEUTICS—Continued 


hepatitis, cirrhosis of the liver, and cholangi- 
olitis with hepatitis. Liver function tests were 
performed on all patients at the start of the 
therapy and at monthly intervals thereafter. In 
order to evaluate the effect of the Zanchol, bile 
specimens from the 20 intubated patients were 
collected at four-hour intervals three days be- 
fore and five days after Zanchol therapy. One- 
half of the group received one 250-mg. tablet 
of Zanchol four times daily, and the remainder 
of the patients received double that amount. 
In some instances, the daily amount was raised 
to 5,000 mg. No evidence of toxicity was 
noted. As a result of therapy it appears to the 
authors that the hydrocholeretic-detergent ac- 
tivities of Zanchol contributed importantly to 
the clinical improvement seen in a majority of 
the patients. Hydrocholeresis improves biliary 
integrity by flushing out inspissated bile from 
the smaller biliary radicles and preventing 
stasis, while a detergent activity returns biliary 


If need nutritional 


sediment to solution adding to the fluidity of 
the bile and decreasing the likelihood of bile 
sediment deposits and calculi formation. The 
report concludes that in comparison with other 
agents, Zanchol was shown to reduce biliary 
sediment up to thirty per cent more efficiently. 
I. RICHARD SCHWARTZ, M.D., et al. 

Am. J. of Gastroenterology, January 1959 


Variations in Urine Steroids in the 
Course of Senescence 
“The present researches concerning the be- 
havior of urine steroids in the course of the 
senescence process in 56 subjects (24 men and 
32 women) have demonstrated that there was 
to be observed a progressive and constant low- 
ering of steroids 17-ketosteroids (metabolites 
especially with an androgenic origin), particu- 
larly of, than for corticoids (total reducing cor- 
Continued on page 142a 
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Vitamin-Mineral Supp.ement Lederie 


CAPSULES —14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York Gatorie) 
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Why G.I. patients abandon therapy 


Bandes reports that G.I. patients 
often abandon therapy because of the 
unpleasant side effects of the 
prescribed drugs—blurred vision, 
dry mouth and loginess. 


In a clinical trial of such patients who 
had abandoned other therapy, 

90% had gratifying relief of symptoms, 
and 85% were free of any side 


effects on Milpath 


®Miltown + anticholinergic 


Direct antispasmodic action, plus control of anxiety 
and tension, provide rapid, safe relief of pain, 


spasm and anxiety—without the side effects of 


belladonna, bromides or barbiturates. 


now two forms for adjustable dosage 


MILPATH-400 -Each yellow, scored tablet contains meprobamate 400 mg. 
and tridihexethyl chloride 25 mg. Bottle of 50. 

DOSAGE-1 tablet t.i.d. at mealtime and 2 at bedtime. 
MILPATH-200-Each yellow, coated tablet contains meprobamate 200 mg. 
and tridihexethyl chloride 25 mg. Bottle of 50. 

DOSAGE-1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


+ Bandes, J.: Am. J. Gastroenterol. 30:600, Dec. 1958. 


Wy) WALLACE LABORATORIES New Brunswick, N. J. 
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MODERN THERAPEUTICS—Continued 


ticoids on tetrazolium blue corticoids and 17- 
hydroxycorticoids or Porter-Silber corticoids). 
As a rule the steroids level is higher in ambu- 
lant than in lying subjects, just as it is in the 
normal adult. 

Lastly, the response to ACTH and the secre- 
tion of aldosterone were shown to be normal 
in old healthy subjects.” 

M. ALBEAUX-FERNET, P. BUGARD and 
J. D. ROMANI (PARIS) 
' La Presse Medicale, No. 39, May 1958 


L. E. Phenomenon and 
Systemic Lupus Erythematosus 
“1. Blood and bone marrow L.E. prepara- 
ions were obtained in 87 patients with S.L.E. 
2. There were 72 (62 percent) positive mar- 
row and 50 (53 percent) positive peripheral 
blood L.E. preparations. A significant differ- 


ence between the frequency of positive marrow 
and blood preparations was not found. 

3. Correlations were higher between groups 
of abnormal findings and the L.E. test than 
between single abnormal findings and the L.E. 
test. 

4. Positive L.E. tests were not observed in 
9 patients with subacute lupus and 9 patients 
with chronic discoid lupus. 

5. False-positive L.E. tests were not ob- 
served in 230 patients with disorders other than 
S.L.E., including rheumatoid arthritis and vari- 
ous drug reactions. 

6. In our experience the L.E. test is specific 
for the §.L.E. syndrome. 

7. The differentiation between non-L.E. nu- 
cleophagocytosis and L.E. nucleophagocytosis 
is discussed.” 


J. LOUIS and L. R. LIMARZI 
J. of Chron. Diseases, November 1958 


day treatment for 
tenacious trichomonas 


Quinettes 


Help the deficient vaginal epithelium 
to help itself 


STOPS TRICHOMONAS AND MIXED LEUKORRHEA 
INFECTIONS IN OVER 90% OF CASES 


Patients with estrogenic deficiency are more susceptible 


FORMULA: Each Quinette insert 
eontains: 


to trichomonas vaginitis, and more resistant to treatment. Diiodohydroxyquinoline . 1.5 gr. 
Sulfadiazine .......... 7.5 gr. 

Quinettes provide estrogen topically, plus needed protozo- Sorbie Acid .......++++ 4.0 mg 

acidal, antibacterial, and fungicidal action. Restores vagi- In a rapidly spreading base 

buffered to pH 4. 
nal mucosa to normal, healthy state which resists infection With individual, sanitary, dis- 
posable “pink a 
and infestation. tor. DOSE: 1 q. 12 bh. high im 


fornix. 


Write jor Literature and Samples 
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STORCK PHARMACEUTICALS, INC. 2326 Hampton Bivd., St. Louis 10, Mo. 
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Effects of Tricyclamol on Colonic Motility 

Tricyclamol has been shown to inhibit the 
motility of the stomach and the small intestine. 
Since hypermotility is frequently present in irri- 
table colon, it was decided to investigate the 
effect of the drug on motility of the colon in 
patients with this condition. The balloon-kymo- 
graphic method was employed. With the bal- 
loon in position, and a control tracing made, 
100 mg. of tricyclamol were given by mouth. 
In most cases, the tracing was continued for 
two hours. The effectiveness of tricyclamol in 
reducing colonic motility was expressed as posi- 
tive if there was a cessation of spontaneous 
contractions of more than 30 minutes’ duration, 
intermediate if the cessation was less than 30 
minutes, and negative if no effect on contrac- 
tions was observed. Forty-two ambulatory pa- 
tients began the study made by the authors, 
but 17 were excluded due to lack of coopera- 
tion. In 11 of the remaining 25 patients, the 
results were positive, the duration of the in- 
hibitory effect varying from 30 minutes to two 
hours. The average time between the ad- 
ministration of the drug and a demonstrable 
effect on motility was 25 minutes. In seven 
patients the results were indeterminate: a defi- 
nite effect on motility was noted but the sup- 
pression of contractions lasted less than 30 
minutes. Although drugs that affect the motil- 
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ity of the stomach may be expected to have a 
less pronounced effect on the colon, the re- 
sults of employing tricyclamol, by decreasing 
the frequency and amplitude of contractions, 
has a distinct antispasmodic action on the 
colon. Side-effects were mild, 20 patients com- 
plained of dryness of the mouth, and two per- 
sons reported transient blurring of vision. The 
authors feel that due to its inhibitory effect on 
colonic motility, tricyclamol should prove to be 
a useful adjunct in the treatment of irritable 
colon. 


JEANNE C. RAFSKY, M.D. and 
ANTHONY M. KASICH, M.D. 
Am. J. of Gastroenterology, January 1959 


Toxic Reaction to 
Intramuscular Injection of Iron 

“Many authors have reported no reactions 
except for minimal local tenderness after intra- 
muscular injections of this substance (iron- 
dextran combination). Koszewski and Walsh 
treated 18 patients and encountered skin 
rashes in 2 and an anaphylactoid reaction in 
1. Bourne reported 1 case in which an anaphy- 
lactoid reaction occurred within ten minutes 
after injection. Callender and Smith reported 
2 cases of anaphylactoid reactions, | of urti- 
caria and 1 of angioneurotic edema, after in- 
jections of the combination of iron and dextran. 
Jennison and Ellis treated 225 pregnant women 
and noted reactions in 9. Ross reported 2 
cases of generalized reactions after injections; 
in 1 of these a temperature elevation and pain- 
fully swollen, red, tender, indurated areas on 
the outer parts of the buttocks developed after 
three injections. 

The recurrence of arthralgia after a second 
course of the injections is strong evidence that 
this medication was responsible for this symp- 
tom. The etiology of the inflammatory reaction 
in the thigh is less clear, but it is thought to 
have been due to the iron-dextran combina- 
tion. We were impressed by the similarity of 
this reaction and that reported by Ross.” 


A. WILLIAM SHAFER and ARTHUR A. MARLOW 
The New Eng. J. of Med., January 1959. 


Continued on the following page 
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MODERN THERAPEUTICS—Continued 


Atrial Fibrillation and Epidural Hematoma 
Associated with Lightning Stroke 

“An unusual case, in which atrial fibrillation 
apparently resulted from accidental electric 
shock by lightning, is reported. The fibrillation 
promptly responded to quinidine, but a review 
of the literature lends support to the thesis 
that this arrhythmia may revert to a sinus 
rhythm spontaneously. Quinidine appears to 
be the drug of choice for antifibrillatory treat- 
ment. 

This patient's course was further complicated 
by a traumatic epidural hematoma; the im- 
portance of accurately differentiating such an 
event from coma due to electric shock is em- 
phasized. Prompt, proper surgical management 
of this complication has apparently produced 
a complete cure.” 

Z. V. MORGAN, JR., R. N. HEADLEY, 
EBEN A. ALEXANDER, and C. GLENN SAWYER 
New Eng. J. of Med., November 1958 


Clinical Use of Hydroxydione 
“According to the authors, it was Selye who 
discovered that steroids have anesthetic prop- 
erties. He pointed out further that, while many 
steroids are hormones, pregnanedione could be 
regarded as a steroid anesthetic without hor- 
monal activity. Somewhat later, a synthesized 
soluble derivative of pregnanedione became 
known as hydroxydione. Advantages claimed 
for this type of anesthesia are: high therapeutic 
index; lack of respiratory depression in doses 
within average clinical limits; quiescence of 
pharyngeal, laryngeal, and bronchial reflexes; 
the facility with which controlled respiration 
can be effected, and an easier recovery period 
for the patient. The principal disadvantage was 
a tendency to thrombophlebitis unless very 
weak solutions were used. Now, a new brand 
of hydroxydione, Presuren, has been made 
available which is readily soluble in cool water, 
Continued on page 148a 


“Not only is it a specific for zebra bites, but when dissolved in 
four ounces of elephant saliva, it makes a wonderful love potion." 
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“To know how t6 grow 
old is the master- 
work of wisdom...” 

AMIEL 


for your “over forty’'patients prescribe 


® 
ELDEC 


to help fill their later years with vigor and vitality 


each KAPSEAL contains: 


vitamins 
Vitamin A 
Vitamin B: mononitrate 
Ascorbic acid 
Nicotinamide 
Vitamin Bz 
Vitamin Be 
Vitamin B.z with intrinsic 
concentrate 

Folic Aci 
Choline bitartrate 
acid 

as the sodium salt) 
Ferrous sulfate (exsiccated) 
lodine (as potassium iodide) 
Calcium carbonate 
digestive enzymes 
ber Diastase® 

Aspergillus Oryzae Enzymes) 
protein improvement factors 
1- monohydrochloride 

fethionine 

gonadal hormones 
Methy] testosterone 
Theeli 


One! Kapse: anes daily before 
21-day course with a 7-day rest interval. 


ELDEC Kapseals are available in 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


i 
1,667 Units (0.5 mg.) 
0.67 mg. 
33.3 mg. 
16.7 mg. 
0.67 mg. 
0.5 mg. 
0.033 USP Unit (oral) 
0.1 mg. 
6.67 mg. 
5 mg. ; 
| 16.7 mg. 
0.05 mg. 
66.7 mg. 
133-4 mg. 
16-7 me. 
IP): 1.67 mg. 
- 
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Record of patient with congestive failure, treated at a leading 
Philadelphia hospital. Photos used with permission of the patient. 


marked pitting edema (4+) 
cleared 
with Esidrix 


Highest fluid yields, lowest blood-pressure levels yet 
achieved with oral diuretic-antihypertensive therapy. 
Indicated in: posAGE: Esidrix is administered orally in 
P _ an average dose of 75 to 100 mg. daily, 
congestive heart failure edema of pregnancy with a nes of 25 to 200 mg. A single 
oid-i. edema dose may be given in the morning or 
” vena tablets may be administered 2 or 3 times 
nephrosis a day, 
nephritis supPLIED: Tablets, 25 mg. (pink, scored); 
bottles of 100 and 1000. Tablets, 50 mg. 
C 1BA (yellow, scored); bottles of 109 and 1000. 
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i e for the anxious hypertensive 
with or without tachycardia 


Serpas 


(reserpine CIBA) 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history included 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral coarse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4+-) of pretibial 
and ankle areas. Admission diagnosi 

hematuria of unknown origin; arterio- 


sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibrosis with pulmonary 


insufficiency 


Patient 
Dote 3/4 


Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepotic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
was 1+ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers and 
magazines in bed. 


Ambulatory on the 4th day of Esidrix 
therapy, L.S. visited his neighbors 
down the hall, ployed checkers with 
another patient. There was no evidence 
of ankle edema. By 3/11, patient's 
weight hod dropped 2 more pounds 
and rales were gone. Patient tolerated 
cystoscopy ond fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. On 3/14 he was dischorged 


3/10 3/11 


Urinary 
Output (mi) 


1220 1350 


Weight (ibs.) 139 


134 


Esidrix Dosage 
(mg./ day) 


or chlorothiazide” 


(hydrochlorothiazide CIBA) 
= relieves edema in many patients refractory to other diuretics’ 
= often produces greater weight loss than parenteral mercurials 


= provides a greater average reduction in blood pressure than chlorothiazide® 
is exceptionally safe... reduces the likelihood of electrolyte imbalance 


1. Brest, A. N., and Likoff, W.: Am. 2; Cardiol. 3:144 (Feb.) 1959. 2. Clark, G. M.: Clinical report to CIBA. 
5. Dennis, E. W.: Clinical report to CIBA. 
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MODERN THERAPEUTICS—Continued 


physiological saline, or procaine solutions. The 
authors have used the anesthetic in a series of 
346 surgical cases of all types. If this strength 
of solution (10 percent) is injected rapidly, 
and certain simple measures are instituted to 
make sure that the arm veins empty rapidly, 
the incidence of postoperative thrombophlebitis 
is not greatly in excess of that caused by other 
intravenous anesthetics. With reasonable doses, 
respiratory depression is less. Hydroxydione 
rapidly depresses the largyngeal and bronchial 
reflexes, thereby making it the anesthetic of 


choice for bronchoscopies and laryngoscopies. 
The drug is also recommended for poor-risk 
patients; cesarean section; thyroidectomy, and 
for use in cases of partial respiratory obstruc- 
tion. The authors conclude that Presuren mini- 
mizes the usual post-operative fatigue, and 
produces a sense of well-being during the re- 
covery period.” 
ARCHIBALD H. GALLEY, M.D. and 
L. H. LERMAN, M.D. 
Brit. Med. J., February 1959 


Continued on page 154a 
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because Neo-Polycin Ointment 


helps clear 
topical infections 
promptly 


Neo-Polycin® provides neomycin, bacitracin and polymyxin, 
the three antibiotics preferred for topical use because this 
combination is effective against the entire range of bacteria 
causing most topical infections...has a low index of sensi- 
tivity...and averts the risk of sensitization to lifesaving 
antibiotics, since these agents are rarely used systemically. 
And Neo-Polycin provides these three antibiotics in the 
unique Fuzene® base, which releases higher antibiotic con- 
centrations than is possible with grease-base oilhtments. 


Each gram of Neo-Polycin contains 3 mg. of neomycin, 400 units of bacitracin and 
8000 units of polymyxin B sulfate in the unique Fuzene base. Supplied in 15 Gm. tubes 


PITMAN-MOORE COMPANY, DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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tranquilizing action 
divorced from such 
diffuse” effects as 


nti-emetic action 
explains | 


davine-| AR a2 as ive as best ava able p ver othiazine, b at with ale : 
resent a mayor addition to the and effective trea of a wide 


a new advance in tranquilization: 
greater specificity of tranquilizing action results in fewer side effects 


ail 


S : The presence of a thiomethyl radical (S-CH,) is unique in 
Mellaril and could be responsible for the relative absence of 
side effects and greater specificity of psychotherapeutic action. 


This is shown clinically by: 


A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” 
action of other phenothiazines. This is evidenced 
by a lack of appreciable anti-emetic effect. 


PSYCHIC RELAME 


DAMPENI 
SYMPATHETI 


PARASYMPA effect on blood pressure  tranquilization | 
NERVOUS § mend temperature regulation vilization 


inimal suppression of vomiting 


; Less “spill-over” action to other brain areas — 


hence, absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. 


Psychic relax 


Dampeni@am A notable absence of extrapyramidal stimulation. 


sympatheti 
parasympatiii” pening of blood pressure 
nervous ey pomporature regulation Lack of impairment of patient’s normal drive and energy. 


g suppression of vomiting 


other -+) Virtual freedom from such toxic effects as 
jaundice, photosensitivity, skin eruptions, 
. blood forming disorders. 


INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 


ADULTS: Mental and Emotional Disturbances: 
MILD —where anxiety, apprehension and tension are present 10 mg. t.i.d. 20-60 mg. 
MODERATE— where agitation exists in psychoneuroses, alco- 25 mg. tid. 50-200 mg. 
holism, intractable pain, senility, etc. 

SEVERE — in agitated psychotic states as schizophrenia, manic 


depressive, toxic psychoses, etc.: 
Ambulatory 100 mg. t.i.d. 200-400 mg. 


Hospitalized 100 mg. tid. 200-800 mg. 


CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 


MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientific Exhibit, American Academy 
of General Practice, San Francisco, April 6-9, 1959 
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MODERN THERAPEUTICS—Continued 


Epidemic Myalgic Encephalomyelopathy 

“An explosive epidemic illness in nurses at 
a Durban hospital is described. 

The syndrome, which superficially resem- 
bled poliomyelitis (of which there was a rec- 
ognized epidemic at the time), was similar to 
that in outbreaks recorded in other parts of 
the world. 

The illness is characterized by diffuse in- 
volvement of the central nervous system, asso- 
ciated with myalgia, and the term epidemic 
myalgic encephalomyelopathy is suggested. 

The etiology remains obscure, but the evi- 
dence suggests that the cause is infective. 

The illness showed a predilection for a 
closed institutional community, but it also oc- 
curred sporadically amongst the general popu- 
lation. Children below the age of puberty 
seem to be immune.” 


R.C. J. HILL, R. W. S. CHEETHAM, 
H. L. WALLACE 


The Lancet, 1:693, 1959 


Diuretic Action of Chlorothiazide 

“In healthy men oral chlorothiazide 2000 
mg. is an effective diuretic. The action begins 
within two hours of administration and lasts 
for at least twelve hours. 

Chlorothiazide causes a pronounced increase 
in the urinary excretion of sodium, chloride, 
and water, an increase in that of bicarbonate, 
potassium, and phosphate, and a decrease in 
that of hydrogen ions. 

The action of chlorothiazide may be due in 
part to carbonic-anhydrase inhibition, but its 
striking effect on the urinary excretion of chlor- 
ide suggests that another mechanism is in- 
volved. 

Compared with acetazolamide 500 mg., 
chlorothiazide 2000 mg. is a less potent car- 
bonic-anhydrase inhibitor; hence recovery of 
base is more rapid. 

The action of chlorothiazide is likely to be 


Continued on page 156a 
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If she needs nutritional support... she deserves 


CAPSULES—14 VITAMINS—11 MINERALS 


GEVRAL 


Vitamin- Mineral Suppiement Lederie 


LEDERLE LABORATORIES, @ Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York GQateria) 
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Now 
in inflammatory anorectal disorders... 


The Promise of Greater Relief 


the first suppository to contain 


hydrocortisone for effective control of proctitis 


e Proctitis accompanying ulcerative colitis 

e Radiation proctitis 

e Postoperative scar tissue with inflammatory reaction 
e Acute and chronic nonspecific proctitis 

e Acute internal hemorrhoids 

e Medication proctitis 

e Cryptitis 


Radiation Proctitis 


Supplied: Suppositories, 


boxes of 12. Each supposi- _ 
tory contains 10 mg. hydro- 
cortisone acetate, 15 mg. 
extract belladonna (0.19 


mg. equiv. total alkaloids), 

3 mg. ephedrine sulfate, 

sine oxida, beste acid, Rectal Suppositories with Hydrocortisone, W yeth 
muth oxyiodide, bismuth - 
subcarbonate, and balsam Philadelphia 1, Pa 
peru in an oleaginous base. 
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MODERN THERAPEUTICS—Continued 


maintained and, because of this, may induce 
hypopotassaemia.” 


N. A. MATHESON and T. N. MORGAN 
The Lancet, 1:1198-99, 1958 


Triamcinolone Myopathy 
“Three cases are described in which proxi- 
mal muscle weakness followed triamcinolone 
therapy. Muscle biopsy was done in two of 
them and showed widespread muscle damage. 
In all three cases there was electromyo- 
graphic evidence of a primary muscle - fibre 
lesion. Metabolic studies showed no difference 
in protein-catabolic activity between triam- 
cinolone and prednisolone in the doses used. 
The relation between this myopathy and that 
induced in rabbits with massive doses of cor- 

tisone is discussed.” 

R. S. WILLIAMS 
The Lancet, 1:700, 1959 


Congenital Heart Disease in Children 

“The incidence of congenital heart disease 
in children born alive in Gothenburg during the 
years 1941-1950 has been investigated. Infor- 
mation was collected from all available sources 
and practically every child who was known or 
suspected to have cardiac malformation and 
was still alive in 1951, when the study was be- 
gun, was examined by the present author. 

The overall incidence was 369 cases in 58,- 
105 liveborn children or 6.4 per thousand— 
about twice as many as in a similar series of 
McMahon et al. (1953): the possible explana- 
tion for the difference is discussed. The death 
rate during the time of follow-up (7 to 16 
years) was about 40 percent or 2.5 per thou- 
sand live births. 

The diagnosis was specified in 87 percent 
of the cases either by autopsy, heart catheteri- 

Continued on page 158a 


EFFECTIVE TREATMENT 
AND -REVENTION 


iper Rash 


Diaparene” Chloride Ointment 93°% elec. 
of ammonia dermatitis.’ a 


The case. ‘illustrated cleared days. 


HOMEMAKERS PRODUCTS DIVISION « GEORGE A. BREON & CO., 1450 BROADWAY, NEW YORK 18, N.Y. 
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AND JELLY 
| 93.1% “cure” rate using 
strictest criterion—_ 

negative cultures for | | 


ment. with Vacisec liquid and jelly, cc 
in 93.1% of trichomoniasis patients (54 
58) treated by Giorlando and - 
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zation, or careful clinical examination, which 
was repeated if necessary, and the figures for 
the relative incidence of individual lesions are 
presented. Finally, an estimate is made of the 
number of cases amenable to surgery at the 
present time.” 
LARS-ERIK CARLGREN 
Brit. Heart J., January 1959 


Chlorothiazide in the Edema of Pregnancy 
Chlorothiazide has been hailed by some phy- 
sicians as an effective agent for controlling the 
edematous states of pregnancy. Chlorothiazide 
was administered orally to 100 patients in the 


toxemia clinic of the New York Lying-In 
Hospital. Daily dosage ranged from 0.5 to 1.5 
Gm. The usual course of therapy was seven 
days. All patients demonstrated a reduction 
in weight most marked during the first week 
of therapy. In the presence of clinically detect- 
able edema, the agent was universally effective. 
Little weight loss was noted in those patients 
with only slight edema, the response being 
approximately proportional to the amount of 
edema initially present. Some patients demon- 
strated an initial loss of weight, but, in pro- 
longed therapy, the diuretic response lessened; 
apparently this occurred when a low weight 

Concluded on page 164a 
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after the coronary 
Peritrate improves blood flow 
...with no significant 

drop in blood pressure 


Peritrate aids in the establishment of vital collat- 
eral circulation in the postcoronary patient. 


Unlike nitroglycerin, Peritrate is a selective vaso- 
dilator that works almost exclusively on coronary 
vessels with only minimal peripheral effects. It 
increases coronary blood supply without signifi- 

eps” cant fall in blood pressure or increase in pulse 
rate. Prescribe Peritrate 20 mg. q.i.d. for your post- 

MORRIS PLAINS, NJ coronary patients. 


Peritrate 20 m 


brand of pentaerythritol! tetranitrate 


With the aid of 

Peritrate, compensatory 
collateral circulation 
develops 

around damaged 
myocardium, 
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for the control of tension and G.I. trauma, 
many of you have been writing this 
prescription in increasing numbers for 
nearly two years... 


tt 
pal. 


predictable results 
in the control of 
tension and G.I. trauma 


PATHIB 


Ge) LEDERLE LABORATORIES, A Division of 
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NEW! for greater flexibility 
in the control of 
tension and G.I. trauma... 
now you can write: 


208 


2 fade. aud al COL 


In the management of such gastrointestinal 
dysfunctions as duodenal or gastric ulcer, 
intestinal colic, spastic and irritable colon, 
ileitis, esophageal spasm, gastric hyper- 
motility and anxiety neurosis with G. |. 
symptoms, nearly two years’ experience has 
confirmed the clinical advantages derived 
from the combination of the two agents in 
PATHIBAMATE. 


New PATHIBAMATE-200 Tablets combine 
Meprobamate at one-half strength, with 
PATHILON at full established potency. 


With PATHIBAMATE-200, further individual- 
ization of treatment is facilitated in respect 
to both the degree of tension and associ- 
ated G.|. sequelae, as well as the response 
of different patients to the component drugs. 


Supplied: PatHisamaTe-400 — Each tablet (yellow, %* scored) contains Meprobamate, 


400 mg.; PATHILON Tridihexethy! Chioride, 25 mg. 


PaTHIBAMATE-200 — Each tablet (white, coated) contains Meprobamate, 


200 mg.; PATHILON Tridihexethy! Chloride, 26 mg 


Administration and dosage: PaTHiBamMATE-400 —1 tablet three times a day and 2 tablets at bedtime 
PaTHIBAMATE - 200 — 1-2 tablets three times a day and at bedtime. Adjust 


dosage to patient response 


AMAT 


Meprobamate with Patni on® Tridihexethy! Chloride” LEDERLE 


200 


*PATHILON is now offered as tridinexethy! chioride instead of the lodide, since the latter may interfere with the results of certain thyroid function tests. 


AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Upjohn screened 35 
steroids to develop 
the first 

steroic designed 
specifically for 
topical 
application... 
Oxylone* 

also available as: 
Neo-Oxylone* 
Oxylone Topical Cream — each gram con- 


tains 0.25 mg. (0.025%) fluorometholone. 
Neo-Oxylone Topical Ointment—each gram 
contains 0.25 mg. (0.025%) fluorometho- 
lone and 5 mg. neomycin sulfate (equiva- 
lent to 3.5 mg. neomycin base). 

Usual dose: 1 to 3 applications daily. 


Supplied: in 7.5 Gm. tubes with applicator 
RADEMARK 


mpany, Kalamazoo, Michigan 


990000000 0000000 
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FOR YOUR ASTHMATICS 


NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


PREMICRONIZED FOR 
OPTIMAL EFFICACY 


Available with 
either epinephrine 
or isoproterenol 


Medihaler-EPI° 


Epinephrine bitartrate, 7.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 
contains 0.15 mg. epinephrine. 


Medihaler-ISO° 


Isoproterenol sulfate, 2.0 mg. per cc., 

suspended in inert, nontoxic aerosol vehicle. 

Contains no alcohol. Each measured 

dose contains 0.06 mg. isoproterenol. = 
Riker 


NOTABLY SAFE AND EFFECTIVE FOR CHILDREN, TOO. —- 
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Scalp Dermatoses, 
especially 
Psoriasis* 


(phenylic acid 
and sodium chlo- 
ride in paraffin oil buf- 
fered to pH 5.5, approxi- 
mately that of normal skin 
tissue.) 


NON-IRRITATING 
NON-SENSITIZING 


Controls lesions rapidly . . . reduces er- 
ythema and scaling . . . relieves itching. 
Does not stain . . . leaves no odor... 
is easily washed out with water. 


* Sulzberger, M. nd Obadia 
Arch. Derm., 73373" (April) 1956 


Stocked by leading wholesalers. 


CHESTER A. BAKER LABORATORIES, Inc. 
Boston 15, Mass., U.S.A. 


Please send sample to: 


M.D. 


COUPON TO ,REQUEST- 
AND PROFESSIONAL SAMPLE. 


USE THIS 


UITERAT 


MODERN THERAPEUTICS—Concluded 


level was reached. Diuresis was most marked 
approximately two hours after ingestion of the 
drug, and appeared to continue for periods not 
exceeding eight hours. Only in uncomplicated 
chronic hypertensive states, patients exhibited 
a significant blood pressure fall in response to 
the drug. In the group of 100 women studied, 
the trend seemed to coincide with that observed 
in larger groups of women who had not re- 
ceived chlorothiazide. The authors further state 
that the drug appeared to have no effect on 
fetal loss, or on the incidence of small babies. 


ROBERT LANDESMAN, M_D. et al 
N. Y. State Jour. of Med., January 1959 


Absence of Intercapillary Glomerulo- 
sclerosis in the Diabetic Patient 
with Hemochromatosis 

“The clinical records and post-mortem mic- 
roscopical renal sections of 62 patients with 
so-called diabetes incident to hemochromatosis 
were reviewed. In 21 of these patients the 
onset of diabetes was five to nineteen years 
before death. 

No lesions of intercapillary glomerulo- 
sclerosis were found in these cases. 

The absence of intercapillary lesions in this 
small series represents a statistically valid dif- 
ference from a comparable group of cases of 
diabetes mellitus. 

It is proposed that the diabetes associated 
with hemochromatosis differs from diabetes 
mellitus in not predisposing to renovascular 
disease, and that the term insulin deficiency or 
hyperglycemia may be preferable in reference 
to the carbohydrate abnormality of hemo- 
chromatosis. 

These findings further support the thesis that 
the derangements leading to vascular lesions in 
the patient with diabetes mellitus are not neces- 
sarily directly related to the defect in carbo- 
hydrate utilization.” 


PEGGY LONERGAN and STANLEY L. ROBBINS, M.D. 
The New Eng. J. of Med., February 1959 


MEDICAL TIMES 


= 
ve 
In | 
mnagement 
of 
| 
i 
(Bakevs | 
— 
| 


The professional carbohydrate 
for milk modification 


Carbohydrate formula modifier, Mead Johnson 


Cow’s milk, water and carbohydrate —the one system 
of infant feeding that.consistently, for over four 
decades—has received universal pediatric recognition. 
No carbohydrate employed in this system of infant 
feeding enjoys so rich and enduring a background of 
clinical acceptance as Dextri-Maltose. 


Dextri-Maltose is 
@ non-sweet... won't develop “sweet tooth” 


@ economical ... costs only pennies a day 
© easy-to-use...dry powder form is easy to measure 
accurately; dissolves readily 


\ Mead Johnson 


Symbol of service in medicine 


NEWS AND NOTES 


Dr. John A. D. Cooper 

Dr. John A. D. Cooper, Professor of Bio- 
chemistry and Assistant Dean of Northwestern 
University Medical School, recently was hon- 
ored by a degree from the University of Brazil. 
This was given to him in recognition of the 
work he has done in helping to establish and 
equip a radioisotope laboratory in the Institute 
of Biophysics at that University. 

In the summer of 1956, Dr. Cooper gave 
the first course in radioisotope techniques in 
biology and medicine at the University of 
Brazil. This course furnished the basis of a 
continuing program for the education of physi- 
cians from Brazil and other South American 
countries on the use of radioactive materials. 
During the summer of 1958, Dr. Cooper con- 
ducted a similar course at the University of 
Buenos Aires Faculty of Medicine. 


Medicine and the Social Sciences Combined 
Under a $255,000 grant from the Russell 
Sage Foundation, Stanford Medical School will 
establish a new teaching and research program 
that combines social sciences with medicine. 
Students and faculty of the Medical School and 
of the departments of Sociology, Psychology, 
and Anthropology will collaborate. The pro- 
gram will begin next fall when the Medical 
School moves into its new $20,000,000 center 
on the campus. 
The Russell Sage grant will provide basic 
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Selected items of current interest from the fields of medical 
research and education. 


support for the first five years. It will finance 
a beginning staff, student fellowships, and some 
research. Nurses, social workers, and other 
members of the health team are expected to 
join the program eventually. Long-range plans 
were developed from studies supported by an 
earlier grant from the Foundation. Professor 
Edmund H. Volkart will direct the program 
during its first year. 

While similar programs have been started at 
several universities, including Harvard and 
Yale, none is as comprehensive as the Stanford 
program. Interdepartmental teaching and re- 
search on a broad scale will be emphasized. 
For example, sociologists familiar with family 
and community structure should be valuable 
partners in studying child health, the problems 
of rehabilitation, or ambulatory patient care. 
Psychologists and anthropologists who have 
studied social and cultural causes of stress can 
add much to courses in clinical medicine, psy- 
chiatry, or the basic medical sciences. 

The program will supplement health teach- 
ing and research along current lines. At the 
same time, social science students will be better 
equipped to choose their field of health special- 
ization. Although it is not the intent to make 
social scientists out of medical students, or to 
convert social scientists into physicians, it is 
believed that those with skill in both fields can 
make significant contributions to our knowledge 


of illness and its treatment. 
Continued on page 168a 
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Skin graft donor site after 2 weeks’ treatment with... 


petrolatum gauze—still | FURACIN gauze— 
largely granulation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 


was obtained in a quantitative study of 50 donor 

sites, each dressed half with FURACIN gauze, 

half with petrolatum gauze. Use of antibacterial 
FuURACIN Soluble Dressing, with its water-soluble base, 
resulted in more rapid and complete epithelialization. 
No tissue maceration occurred in FURACIN-treated 


areas. There was no sensitization. 
Jeffords, J. V.,and Hagerty, R. F.: Ann. Surg. 145:169, 1957. 


FURACIN @ brand of nitrofurazone 

the broad-range bactericide that is gentle to tissues 
spread FuRACIN Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 


sprinkle FuRACIN Soluble Powder: FURACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FuRACIN Solution: FURACIN 0.2% in liquid vehicle of 
€ polyethylene glycols 65%, wetting agent 0.3% and water. 


EATON LABORATORIES, NORWICH, N.Y. 
Nitrofurans—a NEW class of antimicrobials—neither antibiotics nor sulfonamides 
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NEWS AND NOTES—Continued 


New Medicohistorical Society 

The University of Chicago History of Medi- 
cine Society has been founded for the pur- 
pose of promoting interest in the history of 
medicine, membership being open to all inter- 
ested persons in the university community. A 
series of lectures and seminars will be con- 
ducted weekly. 


New Facilities at University of Florida 


The new ten-million-dollar Teaching Hos- 
pital and Clinics connected with the University 
of Florida has been opened for the admission 
of patients. It is planned to make fifty beds 
available for use every three months until all 
400 beds are available. Patients will be ad- 
mitted only on referral by the family physician, 
patients under the care of public health de- 
partments may be referred by the medical 


If they need nutritional 


officer in charge. All referrals will be made 
to the chief of staff or the chief of a special 
service. The new structure, in addition to the 
400-bed capacity, contains 28 operating rooms 
and 22 out-patient clinics. Rehabilitation facili- 
ties are reportedly the most extensive available 
in the South. The ambulant wing, featuring 
26 special rooms for patients who do not re- 
quire constant nursing and medical care, has 
day beds instead of. the traditional hospital 
bed. These rooms feature television, dial 
phones, and are otherwise furnished and deco- 
rated as a modern Florida motel room. The 
Teaching Hospital and Clinics will become the 
permanent home of the College of Nursing 
which heretofore has had its headquarters in 
the Medical Sciences Building. About twenty- 
five per cent of the floor space in the hospital 
and clinics is devoted to teaching functions. 


Continued on page 170a 
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GEVRAL 


Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


Each capsule contains: 
5,000 U.S.P. Units 


Vitamin Bye with AUTRINIC® 
Intrinsic Factor Concentrate . . 1/15 U.S.P. Oral Unit 
Thiamine Mononitrate(B,). ........ 5 mg. 


<< ee 06 0.5 mg. 


I-Lysine Monohydrochioride ........ 


0.1 mg. 
157 mg. 
Phosphorus (as CaH#PQ,). ......... 122 mg. 
Boron (as ........ 0.1 mg. 
Manganese (as MnQz:). mg. 
Magnesium (as MgO)... .. 1 mg. 
Potassium (as . ... . 5 mg. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Peari River, New York 
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m 8 out of 10 patients 
Compiete Contro! of 


Grand Ma! Seizures 
with 


wide maigin of safety 


Composite Results of 20 Clinical Studies 


PEompletely BO-90% <50% 
Controlled Improved 


Number of 
Patients 


Type of 
Seizure 


Grand Mal 
Psychomotor 
Focal Jacksonian 


214 
29 
19 


172 (80%) 
19 (65%) 
19 (100%) 


15 (7%) 


10 (35%) 


fully to other anticonvulsants. “Mysoline”’ was added to current 
medication which, in some cases, was eventually replaced by 


alone. 

"| Number 
Patients 

613 


130 
92 


Completely 


Controlled 
175 (28.5%) 


10 (7.7%) 
24 (15.2%) 


50-90% 
Improved 


253 0%) 185 (30.3%) 


Grand Mal 
Psychomotor 


65 (50%) 55 (42.3%) 
Focal Jacksonian 


36 (39.1%)| 42 (45.7%) 


The dramatic results obtained with ‘‘Mysoline"’ advocate its use as first 
choice of effective and safe therapy in the control of grand mal and 
psychomotor attacks. 


SUPPLIED: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
LITERATURE AND BIBLIOGRAPHY ON REQUEST 


AYERST LABORATORIES 
_ New York 16, N.Y. Montreal, Canada 

“Mysoline” is available in the United States by arrangement with imperial Chemical Industries, Ltd. 
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NEWS AND NOTES—Continued 


Orthopedic Ailments in Children 

A health survey, in which 600 presumably 
normal children aged 10 to 14 years were ex- 
amined, was conducted at the Hospital for 
Joint Diseases under the auspices of the Hos- 
pital, the Board of Education and the Depart- 
ment of Health of New York City. The chil- 
dren were attendants at the Senator Robert F. 
Wagner Junior High School. The school was 
chosen because the children were believed to 
represent a cross-section of the city’s school 
population in that age group. The hospital re- 
port showed that a considerable number of 
the children had orthopedic difficulties of some 
kind, many of them previously unsuspected. 
While most of the ailments were minor, a few 
serious conditions resulting from growth dis- 
turbances were discovered. All abnormalities 
were reported to the school principal and to 
the Department of Health’s Bureau of School 
Health. 


The Thymus Gland and Leukemia 

Clarification of the relationship between the 
thymus gland and leukemia in mice is being 
sought by scientists at Harvard University and 
the Children’s Hospital, Boston. The investi- 
gators have found that removal of the thymus 
gland from mice previously injected with virus- 
like agents capable of producing leukemia, pre- 
vents the spontaneous occurrence of the dis- 
ease. Filtrates containing a leukemia-inducing 
virus were injected into 99 newborn grey mice 
of a strain that rarely develops spontaneous 
leukemia. The thymus glands were removed 
from 49 of the infected mice when they were 
between four and six weeks old. The thymus 
glands of the other 50 mice were left intact. 
Twenty-five of the non-thymectomized mice 
developed leukemia, but only one of the mice 
from which the thymus gland had been removed 
died of the disease. Leukemia was absent in 


Continued on page 172a 
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“We've run out of diseases." 
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PROMOTES HEALING WITH STRIKING 
EFFECTIVENESS IN MOST DERMATOSES 


Srerosan-Hydrocortisone (Cream and Ointment) elicits prompt im- 
provement in a wide variety of allergic and inflammatory skin disorders, 
™ yet is virtually non-irritating and non-sensitizing. Its striking effec- 
tiveness in promoting healing has been repeatedly stressed by 


4 

™ independent investigators: “...a highly satisfactory formulation for 
: ...dermatologic lesions having both pyogenic and allergic compo- 
» nents.”' “...a most useful medication in the treatment of chronic 
4 eczematoid and lichenified skin lesions.” “...valuable... for 


many eczematous dermatoses, for pyodermas, and for several 
pruriginous skin disorders.”* “...was effective in treating various 
dermatoses in 82 per cent of 203 patients...."* Srerosan®- 
Hydrocortisone (brand of chlorquinaldo!l with hydrocortisone) 
Cream and Ointment; each contain 3 per cent of Sterosan and 

1 per cent of hydrocortisone. In tubes of 5 Gm. and 20 Gm. 
Prescription only. Aliso available: Srerosan® (brand of chior- 
Quinaidol) 3 per cent Cream and Ointment. Tubes of 30 Gm 

and jars of 1 Ib. Prescription only. (1) Lubowe, |. |: Antibiotic 

Med. & Clin. Therapy 4:81, 1957. (2) Pace, 8B. F. M. Rec 

& Ann. $1:370, 1957. (3) Murphy, J. Cx Rocky 

Mountain M. J. $5:53 (June) 1958. (4) Fox, 

H. Hu Antibiotic Med. & Clin 

Therapy 6:65, 1959. 


ANTIBACTERIAL: ANTIFUNGAL: ANTI-INFLAMMATORY - ANTIALLERGIC - ANTIPRURITIC 


STEROSAN 


HYDROCORTISONE CREAM AND OINTMENT 


(brand of chiorquinaido! with hydrocortisone) 


GEIGY 


ARDSLEY, NEW YORK 
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NEWS AND NOTES—Continued 


14 thymectomized and 27 normal uninjected 
mice used as controls. Several investigators 
working independently have reported similar 
results. 

Among the factors being investigated in the 
Children’s Cancer Research Foundation labora- 
tory are: the production by the thymus of a 
hormone specific for growth of the leukemia 
virus, and the possibility that removal of the 
thymus achieves the physical removal of the 
lymphocytes most susceptible to malignant 
transformation, in which case the thymic lym- 
phocytes must be different from lymphocytes 
found elsewhere in the animal. 

The problem is complicated by the lack of 
information concerning the role of the thymus 
gland in the body. In humans, the ductless 


giand which is situated below the thyroid in 
the upper central portion of the chest is rela- 
tively large in babies, and decreases in size 
during childhood. It shrinks during illness and 
stress or after radiation. However, this lympho- 


The original synergistically fortified chorionic 
gonadotropin. Dose 1 cc IM—Supplied 10 & 25 cc vials. 
1. Gould, W. L.: Impotence, M. Times 84:302 Mor. ‘56. 
2. Personal Communications from 110 Physicians. 

3. Milhoan, A. W., Tri-Stote Med. Jour., Apr. ‘58. 


Reg. U. S. Pat. Off. Pat. Pend. © 1959 


cytosis stimulating factor is said to reside in 
the part of the thymus which does not atrophy 
with age. 


Dr. Paul Gyorgy 


The University of Heidelberg, Germany, one 
of the oldest and most renowned of medical 
schools in the world, has honored an alumnus 
and former faculty member who is now a 
member of the faculty of the University of 
Pennsylvania School of Medicine. The degree 
of Honorary Medical Doctor has been con- 
ferred on Dr. Paul Gyorgy, Professor of 
Pediatrics, and Chief of the Pediatric Service 
of the Philadelphia General Hospital. Recog- 
nized as an outstanding tribute, the degree is 
conferred only rarely. Best known for his work 
in nutritional problems of children, Dr. Gyorgy 
is credited with the discovery of riboflavin, 
vitamin B-6. 

Continued on page 174a 


GLUKOR effective in 85% of cases.” 
Glukor may be used regardless of age 
and/or pathology . . . without side 


effects . . . effective in men in 
IMPOTENCE, premature fatigue 
and aging.” GLUTEST for women in 
FRIGIDITY and fatigue.* 

Lit. available. 
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Increased Hemogtobin 
with 
Roncovite MF 
LEGEND: (am./100 cc.) 
(A) Patients receiving ferrous sulfate . 


200 mg. q.i.d. showed average 
increase in hemoglobin of 1.5 gm. 


(8) Patients eR te-MF 
(15 me. cobalt chloride and 100 mg. 
ferrous sulfate) showed average 


of 2.7 gm. eased Hemogiobin 


improved 

iron 
utilization 
in anemia 


Each tablet contains: Cobalt chioride (Cobait as Co....3.7 mg.)...15 mg. Ferrous sulfate, exsiccated...100 mg. 
Improves iron utilization by enhancing the formation 


of erythropoietin, the erythropoietic hormone 


Recent research':* again emphasizes the role of cobalt as the 
only clinically proved agent which enhances erythropoietin formation. 

The acceleration of erythropoiesis with Roncovite therapy pro- 
vides optimal yfilization of iron. 

Acting through this physiologic mechanism, Roncovite (cobalt- 
iron) therapy results in an increased production of red cells and hemo- 
globin—a better blood picture—a faster. more complete response than 
iron alone inthe common hypochromic anemias—menstrual anemia 
—anemia of pregnancy— nutritional anemia of infancy—and in anemia 
due to chronic infection or inflammation. *:*:*:>:7:® 


(1) Goldwasser, E.; Jacobson, L. O.: Fried, W., and Pizak, L. F.: Biood 13:55 (Jan.) 1958. (2) Gurney, C. Wu; 
Jacobson, L. O., and Goldwasser, E.: Ann. int. Med. 49:363 (Aug.) 1958. (3) Korst, D. R.; Bishop, R. C., and 
Bethell, F. H.: J. Lab. & Clin. Med. 52:364 (Sept.) 1958. (4) Ausman, D. C.: Journal-Lancet 76:290 (Oct.) 
1956. (5S) Holly, R. G.: Obst. & Gynec. 9:299 (Mar.) 1957. (6) Holly, R. G.: Clin. Obst. & Gynec. /:15 (Mar.) 1958. 
(7) Ciamond, E. F.; Gonzales, F., and Pisani, A.: tilinois M. J. 113:154 (April) 1958. (8) Hill, J. M.; La Jous, J., 
and Sebastian, F. J.: Texas J. Med. 5/:686 (Oct.) 1955. 


LLOYD BROTHERS, INC.| e CINCINNATI 3, OHIO 


increase 
= 
| 
4 SS SS 
NS 
SSS 
cS 
‘ 
1720 


NEWS AND NOTES—Continued 


Birth Statistics 

For the first time since 1950, the number of 
children born in the United States apparently 
decreased in 1958. There were 53,000 fewer 
births than in 1957, and also fewer marriages 
in 1957. 


Dr. George B. Koelle 


Dr. George B. Koelle, Dean of the Uni- 
versity of Pennsylvania Graduate School of 
Medicine, and Chairman of the Department of 
Physiology and Pharmacology of the Graduate 
School of Medicine, has been elected Chairman 
of the Department of Pharmacology of the 
University’s School of Medicine, effective July 
1, 1959. Dr. Koelle is widely known for his 
research on cholinesterase, and the anticholi- 
nesterase drugs. He first became interested in 
cholinesterase during World War II, when the 


enzyme received a great deal of attention due 
to its relationship with the physiological effects 
of the nerve gases. These exert their actions 
on the body by poisoning or inactivating choli- 
nesterase. The transmission of nerve impulses 
is thus thrown completely out of control caus- 
ing convulsions, respiratory paralysis, and 
eventual death. 

In conjunction with Dr. Jones Friedenwald, 
of the Wilmer Institute, Johns Hopkins Uni- 
versity, Dr. Koelle devised a_histo-chemical 
technique for localizing cholinesterase in tissues. 
For this work he received the Abel Prize in 
Pharmacology as well as a Borden Research 
Award. Dr. Koelle will continue temporarily 
to serve as Dean of the Graduate School of 
Medicine and will retain responsibility for 
teaching of pharmacology there while in his 
new Medical School position. 

Continued on page 176a 
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your obese ations needs individualized therapy 
The emotional and social pressures which intensify overeating prob- 


lems may vary considerably in your obese patients. Therapeutically 
sound individualization of antiobesity regimens is thus not only de- 


sirable, but also simply ee 


(methamphetamine mbar bital) 
EXTENTABS® AND TABLETS 
controls over- (Robins) 
weight & mood 2a, 


with the different forms of Ambar. 


Ambar #1 Extentabs provide 10-12 hours of appetite suppres- 
sion in one controlled-release, extended-action tablet: methamphet- 
amine hydrochloride, 10.0 mg.; phenobarbital (1 gr.), 64.8 mg. 
Ambar +2 Extentabs (methamp! hydrochloride 15 
mg.; phenobarbital 1 gr.) for patients who require higher metham- 
phetamine dosage. Ambar Tablets {or 
intermittent therapy are available in one strength only: each tablet 
contains methamphetamine hydrochloride, 3.33 mg.; phenobarbi- 
tal (YA er.) 21.6 mg. A.H. Robins Co., Inc., Richmond 20, Virginia. 


vetamine 


conventional dosage or 
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allergic tears? 


Dimetane works in all symptoms of allergic rhinitis; and 
in urticaria, atopic and contact dermatitis. The summary 


conclusion of extensive clinical studies to date: Dimetane 
provides unexcelled antihistaminic potency with minimal 
side effects. Forms available: ORAL: Extentabs’ (12 mg.), Tablets 
(4mg.), Elixir (2 mg./5cc.). PARENTERAL: Dimetane- len Inject- 
able (10 mg./cc.) or Dimetane-100 Injectable (100 mg./cc.). 
(Robins) A. H. Robins Co., Inc., Richmond 20, Virginia. 
[3M Ethical Pharmaceuticals of Merit Since 1878. 
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NEWS AND NOTES—Continued 


Mental Retardation Program 
The Saint Louis University School of Medi- 


cine has been awarded a grant of $250,000 by 
the Children’s Bureau of the Department of 
Health, Education and Welfare, U.S. Public 
Health Service, for the establishment of a 
mental retardation program at Cardinal Glen- 
non Memorial Hospital for Children. The grant 
award is for a five-year period, with allotments 
of $50,000 annually. The program at the 
Hospital will be correlated with that of the 
Bureau of Maternal and Child Health of the 
Missouri Division of Health. The award money 
will be used to establish salaries, equipment, 
and travel expenses for personnel for the diag- 
nosis, program planning, and treatment of 
mentally retarded children. Personnel will in- 
clude the appointment of a full-time pediatri- 
cian who will serve as director, an assistant 
pediatrician, a psychologist, social worker, and 
public health nurse. The major part of the 
programs will be an outpatient facility, and 
will be coordinated with the pediatric medical 


DR. |. M. BUSHED 


clinic and the rehabilitation clinics of the out- 
patient department of the Hospital. The func- 
tion of the new program will be state-wide. 


Hemophilia 
Dr. John B. Graham, Professor of Pathology 
at the University of North Carolina, reported 
recently on the results of a ten-year investiga- 
tion of hemophiliac dogs. According to him, 
the research is producing important new knowl- 
edge of the way the disease is inherited, and is 
aiding diagnosis and treatment of the disorder 
in human beings. Dr. Graham maintains a 
unique colony of hemophiliac dogs for his 
studies, and has attracted considerable profes- 
sional attention for work in genetics and hemo- 
philia. Humans suffering from hemophilia 
usually have fewer children than average, but, 
with modern treatment that is able to prolong 
the life of hemophiliacs, this will, in the long 
run, increase the occurrence of the disease. 
Continued on page 180a 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse ...”" 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


utazo 


| 


pheny i@ 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement...."? Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment...."? Spondylitis: All patients 
“...experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“...8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement...."" 


References: 1. Graham, W. Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, 8.; Latona, S., and Riordan, 
D. J: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W., Naugier, W. E., and 
Champlin, 8. M. New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (phenyt 
butazone Red coated tablets 
of 100 mg. BUTAZOLIDING Alka: 
Capsules containing BUTAZOLIDIN® 
(pheny!butazone ceiey), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methyibro- 
mide, 1.25 mg. 
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MR. COBB: 

And those are the three 
reasons for prescribing 
AMPLUS IMPROVED for the 
control of obesity. 


« 


Mr. Cobb, if you were as 
convincing with your wife as 
you just were with me, you 
wouldn't be here today. 


MPLUS 


improved 


+ + viTAMINS AND MINERALS) 


One capsule half-hour before each meal. Bottles ep 
of 100 soft, soluble capsules, this actual size. 
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MR. COBB DETAILS DR. M. 
What's this, nurse? Gordon Cobb, the Roerig detail man, 
here as a patient? Send him in, please. 

Don’t get the wrong idea about this black eye, Doctor. 
All | said to the missus was, “Dear, perhaps amp.us improved 
might help you reduce a little.” And WHOMP— 


Well, | can understand her side of the issue, too. | always 
broach the subject of reducing with utmost finesse. 


So did I! First | told her that notable progress had been 

made in anorexigenic agents—as, for example, the addition of 
vitamins and minerals to d-amphetamine. You remember— 
that was amp.us. 


Naturally. | prescribed it quite frequently. Kept mineral and 
vitamin requirements up during dieting. 


OK. So then | mentioned the “improvement” part of 
AMPLUS ImMPROVED—tranquilizing with aTARAx. 


Good addition. atarax reduces any undue nervous stimulation. 
Also reduces the gastric craving because it's antisecretory. 
Gordon, you’re mixing business with malaise. 

Anyway, she hauls off like Dempsey and here | am. 

Mr. Cobb, if you were as diplomatic with your wife as you 

just were in convincing me to prescribe AMPLUS IMPROVED, 

you wouldn't be here today. 

Maybe so, Doctor. But you know the saying, “no pains—no gains.” 
True. So here are two prescriptions: 


for your “‘pains”—hot and cold applications; 
for your wife's “gains”—AmMPLUS IMPROVED. 


representing 


J. B. Roerig and Company 


New York 17, N. Y. Mr. Cobb 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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NEWS AND NOTES—Continued 


Trachoma Studies 

The prevention of trachoma, a disease afflict- 
ing 400 million people, is the object of a re- 
search program which will be continued during 
the next five years by the Harvard School of 
Public Health and the Arabian American Oil 
Company (Aramco). Trachoma is estimated 
by the World Health Organization to be the 
single most important world cause of blind- 
ness, and the source of incalculable economic 
loss. 

At the Aramco Health Center in Dhahran, 
Saudi Arabia, Dr. Robert C. Page, who is 
Associate Director of the Trachoma Research 
Program, announced that the oil company has 
authorized the expenditure of $585,000 to 
continue the research work which was started 
in 1954. The extension will be effective from 
October 1, 1959. Dr. John C. Snyder of Har- 
vard, the Director of the Trachoma Research 


Program, has been participating in conference 
with Dr. Page in Dhahran. The research team 
is planning the phases of the study to be con- 
ducted in Saudi Arabia during the next few 
months. 

One of the objectives of the trachoma re- 
search, now in its fifth year, has been to find 
accurate ways to distinguish the many viruses 
and bacteria responsible for the severe eye 
infections in Saudi Arabia and elsewhere in 
the world. Several promising leads already 
have come out of the first phase of the program 
which has been financed by five annual grants 
of $100,000 from Aramco. 

Last summer, Harvard scientists, working in 
the laboratories of Aramco’s Health Center at 
Dhahran, found a virus from a victim of tra- 
choma which was toxic to mice. The discovery 
was hailed as an important milestone in trach- 

Continued on page 182a 
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you in convenient REPETAB 
form one MePetamteben just before his jet flight 
leaves ew Airport will give vour 
Dauent first full dose almost as 
Diane neers up and out over the Atlantic. 
Hel) sustained high therapeutic level 
eure modern plane carries him 
the And he can relax until 
he Gown to kebab at Pandeli’s 12 hours 
later, ... That 12-hour flight to is just over the 
horizon, Modern, dependable REPETARBS are here now! 


symbo! Of the one-doge'Cofivenience you want for your patient 
REPETABS,® Repeat Action Tablets. 


4 
SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 


You can prescribe 
these Schering products 
in REPETAB form 


ISTANBUL 


CHLOR-TRIMETON® REPETABS, 


8 and 12 mg. 
Chlorprophenpyridamine Maleate 


TRILAFON ® REPETABS, 8 mg. 


perphenazine 


POLARAMINE* REPETABS, 6 mg. 


dextro-chlorpheniramine maleate 


PRANTAL® REPETABS, 100 mg. 


diphemanil methyluulfate 


GYNETONE® REPETABS, 


.02 and .04 mg. 


combined estrogen-androgen 


DEMAZIN® REPETABS, 4 mg. 


Chlor-Trimeton plus phenylephrine 
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* 
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while she is planning 
her family, 


she needs your help 
more than ever 


— 


the most widely prescribed contraceptive 
WHENEVER A DIAPHRAGM IS INDICATED 


NEWS AND NOTES—Continued 


oma research since it was believed to provide 
a relatively simple laboratory method to show 
whether trachoma viruses from various coun- 
tries and regions are closely related or very dif- 
ferent in their properties. The staff of the 
Aramco Trachoma Research Program has ex- 
amined several thousand residents of villages 
in eastern Saudi Arabia. They have found 
nearly one hundred different viruses and bac- 
teria thus far. Under the new financing of the 
program by Aramco, the relation of these vi- 
ruses and bacteria to the severe scarring eye 
disease will continue to be investigated. 


Mouth Guards for Football Players 


The supervisor of dental service for the 
School District of Philadelphia reports very 
successful results from a city-wide experiment 
last fall to learn if specially fitted latex, and 
plastic mouth guards would help protect city 
high school football players from mouth in- 
juries and brain concussions. Among the 713 
Philadelphia boys using the fabricated tooth 
guards prepared by dental students at the 
University of Pennsylvania and Temple Uni- 
versity, only one tooth injury, and one con- 
cussion were reported. This record compared 
with 21 tooth injuries and 26 concussions re- 
ported following the 1957 high school football 
season, when mouth guards were not used as 
standard equipment. 

The guards were made of two different mate- 
rials, one was molded latex, and the other type 
was a harder plastic material called Impak. 
Half of the players were fitted with guards 
made from each material. The guards protect 
the teeth by holding both jaws in one firm 
position, and not permitting them to be banged 
against each other. Concussions were prevented 
for much the same reason. Concussions caused 
by football injuries usually result from the 
lower jaw being jammed back and up toward 
the lower rear section of the skull. The mouth 
guard apparently prevents this, or limits the 
jamming by being held in the teeth. 
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Additional Use of Gamma Globulin 

More efficient and more economical use of 
yamma globulin in combating virus diseases 
may result from research reported by a Uni- 
versity of Pennsylvania medical scientist. 
Gamma globulin, that portion of the blood 
which carries the antibodies which fight disease, 
gives an injected person temporary immunity 
from certain virus disease attacks. In 1952, 
three years before the success of the Salk polio- 
myelitis vaccine was announced, gamma glob- 
ulin was found to be effective against polio- 
myelitis for periods up to five weeks. Gamma 
globulin has also been found to be effective 
as a prophylactic against measles and infec- 
tious hepatitis. 

This agent, as it is currently produced, con- 
tains antibodies to those diseases to which the 
donor may have developed an immunity. This 
may result in its inefficient use and, also, there 
may be an unfavorable allergic reaction in the 
recipient. However, new findings concerning 
the localization and stability of the immuno- 
logically effective part of the antibody mole- 
cule have been reported. By chemical means, 
the antibody molecule of rabbits has been dis- 
rupted into fragments, a breakdown that does 
not adversely affect the specific reactivity of 
the original molecule. Although only two to 
three percent of the molecule is apparently 
involved in this reactivity, each fragment re- 
tains an equally effective immunologic portion 
with it. 

Dr. Fred Karush, Professor of Immuno- 
chemistry in Pediatrics at the University of 
Pennsylvania School of Medicine indicated the 
possibility that broken down or “treated,” 
gamma globulin may be more useful than the 
normal untreated gamma globulin because it 
may allow the use in man of immune gamma 
globulin derived from other species. It is not 
possible at present to use gamma globulin ob- 
tained from animals without danger of severe 
allergic reactions. Dr. Karush is of the opinion 
that gamma globulin could be produced more 
economically and utilized more efficiently if it 
were possible to utilize material derived from 
animal serum without danger of these adverse 
reactions. 


Continued on the following page 


Coming 
next month... 


Special Report on Diagnosis and Man- 
agement of Hypertension 

By Caroline Bedell Thomas, M.D., Dept. of 
Medicine, The Johns Hopkins School of Medi- 
cine, and The Johns Hopkins Hospital. 


Esophageal Hiatus Hernia 
By James H. Growdon, M.D., Professor ana 
Head, Department of Surgery, University of 
Arkansas School of Medicine. 


On Reading Lists for Medical Students 
and Young Doctors 
By Amos R. Koontz, M.D., Assistant Pro- 


fessor of Surgery, Emeritus, The Johns Hop- 
kins University School of Medicine. 


Dilating Drops 
By William H. Havener, M.D., Department 
of Ophthalmology, Ohio State University 
Medical School. 


Doctor, Why Doesn't My Child Talk? 

By John B. Gregg, M.D., Instructor in Medi- 
cine on the Otolaryngology Staff of the Uni- 
versity Hospitals, lowa City, lowa and James 
F. Kavanagh, M.S., Associate Professor of 
Speech, Director, Speech and Hearing Clinic, 
University of South Dakota. 


The Art of Healing 


By Thomas W. Murrell, M.D., Professor 
Emeritus, Department of Dermatology, Medi- 
cal College of Virginia. 


Lighting Requirements for Comfortable 
and Accurate Vision 


By Hubert O. Paulson, M.D., Lincoln, Nebr., 
Instructor in Ophthaimology, Creighton Uni- 
versity, Omaha, Nebr. 


Contributing Factors in the Anginal 
Syndrome 

By Allen L. Cornish, M.D., Section of In- 
ternal Medicine and Cardiology, Lexington 
Clinic, Lexington, Ky. 


Deformities of the Feet 


By. H. O. Anderson, M.D., Orthopedic Divi- 
sion, ‘Wichita Clinic, Wichita, Kans. 
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NEWS AND NOTES—Continued 


Possibility of a Blood Defect 
in the Schizophrenic 

A blood defect in the schizophrenic patient 
is believed to distort the control of energy and 
to cause an inappropriate reaction to people 
and events in everyday life. The implication 
is that this serious mental illness may be asso- 
ciated with a measurable physical defect in 
the blood. Dr. Charles E. Frohman of Wayne 
State University College of Medicine and Lafa- 
yette Clinic reported this finding recently. The 
Lafayette Clinic team discovered in previous 
experiments that the normal person’s body was 
able to increase energy output under stress by 
turning off body-building processes and fun- 
neling all food into energy. This could not be 
done by the schizophrenic, they found. Al- 
though the schizophrenic patients produced 


energy, it was found that their body cells could 
not respond to environmental stress with an 
appropriate supply of energy. They found that 
the red blood cells in normal people tempo- 
rarily decrease in the utilization of glucose for 
body building during stress periods. But there 
is an increase in the use of glucose for energy. 
The schizophrenic subject is unable to decrease 
the use of glucose for body-building functions 
and does not increase energy production under 
stress. By scientifically eliminating other fac- 
tors, the research team believes that this energy 
defect in schizophrenia is not due to malfunc- 
tioning of enzymes within the cell, but rather 
is brought about either by the presence of 
some abnormal substance in the plasma, or the 
absence of some essential substance. 
Continued on page 188a 
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Novahistine works better than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 

one dose of 2 tablets for day-long or night-long relief. 


Each long-acting tablet contains Phenylephrine HCI 
20 mg. and Chiorprophenpyridamine maleate 4 mg. 


Bottles of 50 and 250 green, film-coated tablets. 
PITMAN-MOORE COMPANY Division of Allied Laboratories, indianapolis 6, indiana 
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FOR DOSAGE ADJUSTABLE TO 


THE MEASURE OF THE MAN 


200 mg. Miltown® + 25 mg. anticholinergic 


1/2 strength Miltown (200 mg.) with 
full-level anticholinergic (25 mg.) 


... When the G. I. patient requires increased anticholinergic 
effect with normal levels of tranquilization, prescribe 
2 Milpath 200 t.i.d., or as needed. 


... When the G. I. patient requires long-term management with 
established anticholinergic levels but with lower levels of 
tranquilization, prescribe | Milpath 200 t.i.d., or as needed. 


Two dosage forms of Milpath are now available 


MILPATH 200—Each yellow, coated tablet contains 200 mg. 
meprobamate and 25 mg. tridihexethyl chloride. 


DOSAGE: | or 2 tablets t.i.d. at mealtime and 2 tablets at bedtime. 


MILPATH 400—Each yellow, scored tablet contains 400 mg. 
meprobamate and 25 mg. tridihexethy! chloride. 


DOSAGE: | tablet t.i.d. at mealtime and 2 tablets at bedtime. 


Both forms supplied in bottles of 50 tablets. 


Ww} WALLACE LABORATORIES New Brunswick, N. J. 


you; Is 


a NEW G.I. DOSAGE FORM 
» 
| 
| | 
> 
| i — 
| = 
= 
| 
| 


the SOLUTION 


for your 


ALLERGY 


problems 
* Therapy 


Complete Allergy Service 
From Solution to Syringe 


Write for booklet #102 
PORT WASHINGTON, N. Y. 


Protects adults against 
Diphtheria-Tetanus 
with reduced reactivity 


Adult 


DIP-TET™ 
Alhydrox* 


Active immunity can be estab- 
lished, or booster injections 
given to teen agers and adults 
without fear of serious reactions. 
High purification permits smaller 
dosage, reduces reactivity. Ad- 
sorption on Alhydrox [Al (OH)3] 
retards the rate of absorption, 
further minimizes reactions. 

For complete information see POR 
page 662, ask your Cutter man, 
or write to 
CUTTER LABORATORIES 
Berkeley, California 


NEWS AND NOTES—Continued 


Japanese Population Trends 

Japan’s sharp decline in birthrate during the 

last decade illustrates the near impossibility of 
plotting future population trends, according to 
Dr. I. B. Taeuber of the Office of Population 
Research at Princeton University. The Doctor’s 
area of specialization is populations of the Far 
East. Since this area covers half of the world’s 
people, there appears to be some question as 
to estimates made by members of the United 
Nations staff that by the year 2,000, the world’s 
population will have risen from 2.7 billion to 
6 billion. The impossibility of predicting Com- 
munist Chinese birth and death rates is under- 
stood. 
War shattered Japan, in 1947, had a record 
of 34.3 births per thousand population, just a 
little less than the Twentieth Century high in 
that country of 36.7 per thousand in 1925. 
Now, a dozen years later, the figure has been 
drastically reduced to 17 births per thousand 
compared to 24 in the United States. With 
the advent of antibiotics and DDT, the death 
rate in Japan began to decline rapidly shortly 
after World War II. Today the average life 
expectancy is just under that of the United 
States. This has widened the gap between 
deaths and births. 

In 1948 the government legalized contra- 
ceptives, sterilization, and abortion. The change 
that this law made in Japan’s population was 
quite unpredicted: births have dropped 50 
percent. The population continued to increase, 
but the rate dropped from two percent in 1947, 
to 1.7 percent a year in 1950, and to 1.2 
percent in 1955. 

With the declining birth rate has come a 
decline in the infant death rate. In 1925, 150 
babies per thousand died at birth or shortly 
thereafter. The figure was 77 in 1947, and 
only 40 per thousand in 1955. Japan is the 
only place in Asia where the decline in death 
rate has been matched by an even greater de- 
cline in birth rate. Japanese statistics clearly 
point to the fact that the major difficulty in 

Continued on page 190a 
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OREME pH 42 ~ LOTION ph 49 


“The normal, 
“the skin, which has been removed b 


_.washing with soap is: 
instantly maintai by 


MANTLE. and Lotion, a 


Stops the Flame of Skin Inflammation . 


domeboro 


THE MODERN BUROW’S SOLUTION used ail over the world 
.. for contact dermatitis due to alkalis, chemicals, oils, 
compe, plastics, etc. Also in powder packets. 


DOME CHEMICALS INC. 


At: 
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| \eid Mantle J 
| 
| 
4 squeeze bottles, 1 pint, 
hands. and on 
| 
— 
2.4 
LOS 
18% 


THE WORLD OVER DEPEND ON 
THE INTEGRITY BEHIND THIS NAME 


BIRTCHER 


 CARDIOGRAPH CARDIOSCOPE 
DEFIBRILLATOR +HEARTPACER 
HOSPITAL-CLINIC-OFFICE 
ULTRASONICS DIATHERMY 


 GALVANIC UNITS. 
“ELECTROMUSCLE STIMULATORS 
| THE VIBRABATH 


REZAMID Lotion 


(NSulfanilylacetamide 85%, Resorcin 2% and 
Sulfur Colloid 5%, *‘Dermik’) 


FOR ACNE VULGARIS COMPLICATED 
BY ERYTHEMA AND INFLAMMATION 


CORT-ACNE 


ydrocortisone Alcohol 25%, NSulfanil 
mid 8% Resorcin 2%, and Sulfur Colloid 5%, 
er 


Available on RX only. 
Write for samples and literature. 


DERMIK PHARMACAL CO., INC. 
Brooklyn 8, N. Y. 


NEWS AND NOTES—Continued 


current population assessments of the future is 
the old fallacy of the projection of the condi- 
tions of the moment into the indefinite future. 


South American Tour Planned 
by Dr. G. E. Erikson 


In 1959, Dr. G. E. Erikson, Assistant Pro- 
fessor of Anatomy at the Harvard Medical 
School, will add to his extensive knowledge of 
New World primates during a four- to five- 
month trip to South America. As a consultant 
for the Rockefeller Foundation program in 
medical education and public health, Dr. Erik- 
son will also contribute to the planning for 
reorganization of the teaching of anatomy, his- 
tology and embryology in several Brazilian 
medical schools. 

Recognized as the leading world authority 
on the comparative anatomy of the monkeys 
and related animals of the New World, the 
Doctor will seek to extend his anatomical and 
biological research in this field. He will con- 
duct field studies in the lower Amazon and its 
tributaries and in the mountain areas along 
the southeast coast of Brazil, and will visit 
museums in Belem, Sao Paulo and Rio de 
Janeiro to study their primate collections. Dr. 
Erikson points out that only one genus of the 
primates of the New World has been the sub- 
ject of even cursory treatment. This is in con- 
trast to the volume of knowledge compiled on 
the primates of the Old World. From an evo- 
lutionary standpoint, he believes, that there is 
good evidence that Old World monkeys are 
closely related to anthropoid apes and fre- 
quently preserve in their structure features once 
possessed by the ancestors common to them 
and to man. It also appears that the Old 
World monkeys show some striking specializa- 
tions of their own that are not indicative of 
pre-human traits. In some of these instances 
the New World forms, apparently, give us 
better clues as to ancestral structure. 

The Doctor further notes that, in certain 

Concluded on page 194a 
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during pregnancy or lactation 
make sure of/dietary adequacy 
with new lowcost... 


Prenatal 


ONLY | tablet daily, 1/2 the ay. phosphorus-free, 12 vitamins plus 10 minerals 


The clinical superiority vA MOL-IRON for the correction of iron deficiency during preg- 
nancy has been established by more published reports than are available for any other 
iron preparation.- 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY | 
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MUSCLE STIFFNESS 


~- A new way LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


to relueve pain 


BURSITIS 


and stiffness 


SPRAINS 


an muscles TENOSYNOVITIS 


FiprRosiTis 
and joints 
SPRAINED BAGK 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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g@ Exhibits unusual analgesic properties, different from those 


of any other drug gg Specific and superior in relief of SomMAtic pain 
m@ Modifies central perception of pain without abolishing natural 


defense reflexes gg Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanedio! dicarbamate 


= More specific than salicylates m Less drastic than steroids 


= More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. Soma is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with any previously used analgesic, sedative or 


relaxant drug. 
SomA also relaxes muscle hypertonia, with its stresses on related joints, 


ligaments and skeletal structures. 
acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY sare. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


easy To use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


suppuieo: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


WV 4 WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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NEWS AND NOTES—Concluded 


behavioral traits and diseases, the New World 


SUL PHT LAL primates more closely resemble man. Anthro- 


+2 pologists, anatomists, and paleontologists often 
4 attempt to make a broad comparative inves- 
tigation of particular phenomena as represented 
through the full range of the primate order, 
but this is nearly always impossible due to 
prevailing ignorance of the New World forms. 


Nutrition Research 


The Nutrition Foundation recently assigned 
$128,000 for grants-in-aid and educational 
projects for twelve universities and medical 
schools in the United States, Canada, and 


Ni he Balanced Acne T. her apy . Central America. Since its founding seventeen 


years ago, the Foundation has allocated 302 

 KELGY LABOR ATORIES | i port research by medical and nutritional scien- 
NEW YORK 35, N. Y. : tists. The new grants will permit these noted 


research scientists to extend present investiga- 
tions or launch new studies in nutritional 
science. Almost one million dollars in supple- 
MEDICAL TIMES mentary funds have been donated by member 
and non-member companies to support the 
"Edicion en Castellano” Foundation’s intensified program to determine 
the relationship of edible oils and fats to over- 
weight and to possible changes in blood choles- 
terol. One grant was made to Dr. Nevin S. 


Now available — selected 


: articles from MEDICAL Scrimshaw, of the Institute of Nutrition of 
TIMES printed in Span- Central America and Panama, for intensive 
ish. The journal is mailed research into the significance of diets low in 


animal protein, fats, and other nutrients. The 
largest grant, $23,000 over a two-year period, 
was assigned to the University of Notre Dame, 
where Dr. Bernard S. Wostmann will be able 
to continue his pioneering work in determining 
Subscription price: the nutrient requirements of germ-free animals. 


monthly direct from 


Buenos Aires, Argentina. 


$12 per year The Nutrition Foundation is a nonprofit re- 

search organization, industry financed, and op- 

erated in the public interest. Supporting basic 

Payable to: research and education in the science of nutri- 
MEDICAL TIMES OVERSEAS, Inc. tion, the foundation during the past year has a 


distributed more than a million dollars in 
grants to medical and graduate schools in the 
United States, Canada and Central America. 


1447 Northern Boulevard, Manhasset, New York 
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“Fattytoods always give me 


that bloated feeling, 


doctor.’ 


Fat-intolerance dyspepsia, with its characteristic 
symptoms of discomforting fullness, flatulence, 
belching and biliousness, can be effectively man- 
aged by means of OXxSORBIL. 

OXSORBIL, containing the surface-active agent 
Polysorbate 80 + pre-emulsifies fats in the stomach 
- stimulates production and flow of bile - decreases 
viscosity of bile and aids in flushing of the gall- 
bladder - maintains normal peristaltic tone. 

When gastrointestinal spasm and nervous ten- 
sion complicate the management of the patient 
OXSORBIL-PB, containing phenobarbital and bella- 
donna, is recommended. 


Supplied: Bottles of 100 capsules. 


Literature available upon request 
OxXSORBIL 


Choleretic— FAT EMULSIFIER—Cholagogue 


OXSORBIL-PB 


a The OXSORBIL formula plus phenobarbital and belladonna 


Philadelphia 1, Pa. 


For the management of fat-intolerance dyspepsia 
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Varied symptoms of cow's milk 
allergy observed in a study 
of 206 infants’ 


eczema 
pylorospasm 
colic 
diarrhea 
“unhappy” 
cough 
‘nose cold” 
asthma 
constipation 
anorexia 
apathy 


urticaria, angioedema 


All of the listed symptoms 
were relieved by substituting 
soya formula for cow's milk formulas 


| 


cow’s milk allergy 


“About 1 of every 15 babies is allergic to cow’s milk.”’' 


PERCENT OF INFANTS SHOWING EACH SYMPTOM 


| minimize the problems of ; 
q 
. 
38% 
31% 
19% 
5 
. 


relieve Diarrhea 


and other symptoms 
in the milk-allergic infant... 


for treatment / 


In a study® of 24 infants allergic to cow’s milk, it 
was reported that when the infants were fed Sobee, 
“Weight gain was satisfactory in all cases during 
the periods of observation. For the most part stools 
were of normal colour and were soft in consistency 
...in contra-distinction to the very loose stools 
that resulted when many of the patients received 
cow’s milk.” 

Sobee was fed to 102 infants with cow’s milk allergy: 
“The stools were of a normal pattern, non-staining, 
non-loose, and non-malodorous.””¢ 


for prevention / 
When allergic tendencies exist in the parents or 


siblings, it is prudent to start the “potentially aller- 
gic’’> newborn on a milk substitute, such as Sobee. 


for diagnosis | 

When cow’s milk allergy was suspected from the 
presenting symptoms, it was found that “it was 
simpler and easier to remove cow’s milk from the 
diet for a twenty-four to forty-eight hour trial pe- 
riod and substitute soybean milk than start an 
allergic study .. 


references: / 


1. Clein, N. W.: Modern Med. 24: 69-75 (Feb.) 1956. 2. Clein, N. W.: Pediat. Clin. 
North America, Nov., 1954, pp. 949-962. 3. Collins-Williams, C.: Canad. M.A.J. 75: 
934 (Dec. 1) 1956. 4. Kane, S.: Am. Pract. & Digest. Treat. 8: 65 (Jan.) 1957. 5. Glaser, 
J.: Allergy in Childhood, Springfield, li., Charles C Thomas, 1956, chap. 67, p. 494. 


to relieve milk-allergy symptoms while 
e 
maintaining sound nutrition... specify / Gobee 


Hypoallergenic soya formula, Mead Johnson 
liquid + “‘instant’’ powder 


\ Mead Johnson 


Symbol of service in medicine 
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¥. 
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There are 
1875 square feet of 
adsorptive surface 

in this spoon 


SPENSIN contains attapulgite, a new therapeutic 
agent having 5 to 8 times the adsorptive capacity of 
kaolin. Because of the lattice-like structure of its 
extremely fine particles, a single dose of SPENSIN 
contains approximately 1875 square feet of adsorp- 
tive surface. 


In the symptomatic treatment of diarrhea, SPENSIN: 
aids in the removal of bacteria and bacterial toxins 
e helps restore normal absorption of fluids « pro- 
tects irritated intestinal mucosa e produces stools 
of normal consistency. 


We SPENSIN-PS, containing two synergistic antibiotics, dihydro- 
® streptomycin and polymyxin, for specific therapy in infec- 
IVES-CAMERON COMPANY tious diarrhea caused by organisms susceptible to these agents. 


Philadelphia 1, Pa. 


for the control of diarrhea 


SPENSIN / SPENSIN-PS 


SPENSIN is activated attapulgite and pectin SPENSIN-PS, in addition, contains dihydrostreptomycin sulfate 
in alumina gel. and polymyxin B sulfate. 
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for all your 
patients | 
starting 

on corticoids 


Kenacort safely starts your patients 

off right — with all the benefits of 
systemic corticosteroid therapy and 
few side effects to worry about. 
Increased corticoid activity is provided 
on a low dosage schedule!-> without 
edema,!~ psychic stimulation,! 

or adverse effect on blood pressure.!-3.5 
A low sodium diet is not necessary.*:5 
Gastrointestinal disturbances are 
negligible2.+.5 with less chance of peptic 
ulcer.* This makes Kenacort particularly 
valuable in treating your “problem 
patients” — such as the obese or 
hypertensive and the emotionally disturbed. 


REFERENCES: + 1. Freyberg, R. H.; Berntsen, 
C. and Heliman, L: Arth, & Rheum. 
1.215 (une) 1958. - 2. Sherwood, H., and 
Cooke, R. A. J. Allergy 28:97 (March) 1957. 

+ 3. Shelley, W.8.; Harun, 1.S., and Pilisbury, 
D. M.; JAMA, 167-959 (June 21) 1958. 

+ 4. Dubois, E.1.: California Med. 89:195 
(Sept.) 1958. + 5. Hartung, E.F.: JAMA 
167,973 (June 21) 1958. 
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for all your 
arthritic 
patients 
requiring 


corticoids 


Kenacort, particularly in the treatment 
of your arthritic patients, has proved 
effective where other steroids have failed. 
It provides prompt, safe relief of pain, 
stiffness and swelling by suppressing the 
rheumatic process'-5 — and may even 
forestali crippling deformities if 

started soon enough. Because of its 
low dosage! and relative freedom 

from untoward reactions,’ Kenacort 
provides corticosteroid benefits to many 
patients who until now have been 
difficult to control. It is particularly 
valuable for arthritic patients with 
hypertension, cardiac disease, obesity 
and those prone to psychic disturbances. 


SUPPLIED: 

Scored tablets of 1 mg. — Bottles of 50 
Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg. — Botties of 30 and 100 
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Handcarved 
wooden 
miniatures 
by old world 
craftsmen 


Gifts and Prizes 
for Doctors 


Imported from Europe, these richly detailed, 
hand-painted figures make ideal conversation 
pieces, gifts, bridge prizes, etc., and they add a 
bright note to any home or office. 

Each 7 inches high—$7.95 postpaid, or $7.45 
each when ordered by the dozen. 

Also available in moulded sculptulite—5Y% 
inches high—$4.75 each or $4.25 each by the 


dozen. Postpaid. 


Replicas of 12 different figures for your choice 
—Gynecologist (M1), Pediatrician (M2), Psy- 
chiatrist (M3), General Practitioner (M4), 
Surgeon (M5), Orthopedist (M6), Ophthal- 
mologist (M7), Ear, Nose and Throat Specialist 
(M8), Dentist (M9), Radiologist (M10), 
Pharmacist (M11), Veterinarian (M12). 


Money promptly refunded if not satisfactory. 
PLEASE ORDER BY NUMBER 
Immediate Delivery 
MEDICAL TIMES OVERSEAS, INC. 


Dept. GM, 1447 Northern Blud., Manhasset, N. Y. 


DIAGNOSIS, PLEASE 
(Answer from page 33a) 


LYMPHOGRANULOMA VENEREUM 
Note extensive strictures extending from 


the rectal tip up into the sigmoid with numer- 
ous fistulae. 


WHO IS THIS DOCTOR? 
(Answer from page 71a) 


AVICENNA 


WHAT’S YOUR VERDICT? 
(Answer from page 53a) 


The Court set aside the verdict and 
ordered a new trial, holding: “A physician 
is not liable for lack of diligence in attend- 
ing a patient if he temporarily leaves his 
practice, provided (1) he makes proper 
provision for the attendance of a competent 
physician during his absence in case of a 
call, and (2) timely informs his patient of 
his unavailability and the substitution. In 
this case the jury’s verdict was in error as 
there was no evidence to show that the 
patient would have suffered less had the 
defendant attended her in person during the 
interval of his absence.” 

Based on decision of 
Supreme Judicial Court of Maine. 


NOTE: The court suggested in its opinion 
that: “Presumably, a physician could pro- 
tect himself when he is first engaged, or 
during the progress of the treatment, par- 
ticularly in confinement cases, by giving his 
patient the name of a proposed substitute, 
in the event it becomes necessary for him to 
absent himself temporarily. Assent on the 
part of the patient would cover the situation 
and afford the attending physician the neces- 
sary protection.” 
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e _ treats their 
acne 


while they 
wash 


degreases the skin helps remove blackheads’ dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
sodium diocty! sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 
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G FOSTEX CREAM 


+. in 45 oz. jars. For thera- 
peutic washing inthe initial 
phase of oily acne treatment. 


Write for samples. 


WESTWOOD PHARMACEUTICALS 


— FOSTEX CAKE 


.«.in bar form. For therapeutic 
washing to keep the skin dry and 
free of blackheads during main- 
tenance therapy. Also used in 
relatively less oily acne. 


Buffalo 13, New York 
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Covering 


Featured on this month’s cover of your jour- 
nal is Dr. Meyer M. Melicow who has, since 
1938, established an enviable reputation as a 
serious amateur artist. In exhibitions sponsored 
by the American Physicians Art Association, 
his paintings, drawings and etchings have 
earned him an impressive array of plaques, 
medals, trophies, and silver and gold cups. 
He is a past president of the APAA and of 
the New York Physicians Art Club. 

Dr. Melicow is a urologist with a private 
practice in New York City. He is an Associ- 
ate Clinical Professor of Urology at the Col- 
lege of Physicians and Surgeons, Columbia 
University, and a consultant at other institu- 
tions. A prolific writer, he is the author of 
many scientific articles in leading medical 
journals. In 1947 Dr. Melicow received, from 
the AMA, a gold medal for an exhibit on 
“Tumors of the Adrenal Gland.” 

Medicine and art are both primary interests 
in the Melicow family. The doctor’s son and 
daughter-in-law are also physicians, and sev- 
eral members of the family have taken up art 
as an avocation. Dr. Melicow’s father painted; 
he has one sister who also paints, another who 
is a sculptress. 

Dr. Melicow began painting in 1938 when 
he joined a group of physician amateur artists. 
He has never had any formal instruction but 
feels his group activity was useful because it 
created a compulsion to keep painting. 

The doctor is often asked how he is able to 
work his demanding avocation into his busy 
schedule. In a Newsweek interview he an- 


Like a full color reproduction of any of our cover paintings? They're 


Dr. Melicow sketches scene from window. 


swered the question this way: “But you always 
find time. . . . It’s easier to find it when you 
are busiest, although you may finally paint at 
2 A.M. and feel badly the next day. The great 
thrill is to find a hobby that seems to round 
out your life.” 

The physician who paints has a ready-made 
audience for his work, Dr. Melicow points out. 
“A doctor may present informal exhibitions 
by filling his office and waiting room with his 
work—and a patient in a waiting room is a 
particularly vulnerable and intent student of 
art.” Dr. Melicow’s patients, whether sitting 
in his waiting room or consultation room, have 
ample opportunity to study their physician’s 
artistic creations. 


printed on wide margin paper, ready for framing. Send 50c for a 


single print or $2.50 for six (of a single cover or assorted). 
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NOW... 
TINY TABLET UNDER TONGUE 


STOPS MIGRAINE 
‘SICK’ HEADACHE 


SHUTS OFF PAIN 
BLOCKS OUT FEAR 


ANYTIME, ANYWHERE, 
WITHOUT NEED EVEN FOR 
A GLASS OF WATER 


because prodromal warning usually tells patients that the time to arrest 
imminent migraine attack is right now, and the place to do it is right here. 


(formerly Nordmark) 
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All the patient has to do is to place a tiny ERGOMAR tablet 
under tongue. It enters blood stream directly through 
buccal lining, bypasses stomach and hepatic system and 

4 aborts vascular headache and migraine in approximately 
one half the usual time of ingested tablets.'-* 


ergotamine tartrate* 
NORDSON PHARMACEUTICAL LABORATORIES, INC. / 35A ELLIS AVENUE, IRVINGTON, N. J. 


Dosage: Sublingually, 1 tablet at onset of attack. 
Additional doses may be taken, if necessary, as 
follows: 1 tablet every half-hour until relief is 
obtained. Total dosage must not exceed 3 tablets 
within 24 hours. 

Contraindications: Peripheral vascular and coro- 


i | nary heart disease, hypertension, renal or hepatic 


dysfunction and pregnancy. 
Supplied: ercomar Tablets, 2 mg. ergotamine tar- 
trate per tablet, in specially developed dispenser 
packages of 12 tablets. May we suggest for patient 
convenience and economy, writing for not less than 
12 tablets in a prescription. 


References: 1. DeJong, R. N.: GP 19:147, 1959. 2. Scientific 
Exhibit, 9th Annual Meeting, Am. Acad. Neurology, Boston, 
Mass., April 22-27, 1957. 3. Berman, B. A.: Current personal 
communication in the files of Nordson Laboratories. 4. Saunders, 
S. H.: Current personal communication in the files of Nordson 
Laboratories. 5. Blumenthal, L. S., and Fuchs, M.: Am. Acad. 
Neurology, Los Angeles, Calif., April 15-18, 1959. Sublingual 
Administration of Ergotamine in Relief of Migraine and Vas- 
cular Headache. 

ERGOMAR™ brand of specially processed 
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Abbott Laboratories 
Nembutal 

Ames Co., Inc. 
Ames Products 

Armour Pharmaceutical Co. 
Chymar Buccal 

Ascher & Co., Inc., B. F. 
Niatric Tablets and Elixir 

Ayerst Laboratories 


Premarin H-C Vaginal Cream 
Theruhistin Forte ; 
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References: (1) Perkins, €. S. Practitioner 178.5 
(2) Queries and Minor Notes, 


eye better than any other antibiotic, regard; 
isolated with increasing frequency from the 
| and ACTH, by altering the inflammato'y ree 
| action for topical treatment of patients with 
inflammation complicated by infection. 


Back at work ...no angina in 2 months 
...on Metamine' Sustained b.i.d. 


In angina pectoris, even after myocardial infarc- 
tion, an early return to useful activity is now 
recognized as of special therapeutic value.’ Ideal 
protective medication for the active, employed 
anginal patient is provided by METAMINE® Sus- 
TAINED, b.i.d. (1 tablet on arising and 1 before 
the evening meal). There is little danger of a 
skipped dose; the patient “is more faithful” to 
this simplified regimen. And METAMINE SUs- 
TAINED protects many patients refractory to other 
cardiac nitrates.? Moreover, when you prescribe 


1, Slipyan, A.: J.A.M.A. 168:147, Sept. 13, 1958, 2. Fuller, H. L. and Kassel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


METAMINE SUSTAINED, q. 12 h., your patient re- 
quires less nitroglycerin and remains fully re- 
sponsive to that vital emergency medication. And 
METAMINE SUSTAINED (aminotrate phosphate, 10 
mg., LEEMING) is virtually free of nitrate side 
effects (nausea, headache, hypotension) .* 

Supplied: bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE, METAMINE WITH BUTABARBITAL, 
METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


That. Leeming Ce Ine New York 17. 


| 


WIGRAINE 


FOR MIGRAINE 


HERE'S WHY: Wigraine is complete therapy for migraine. Combats all phases of 
the migraine attack: headache, nausea and vomiting, residual occipital muscle 
pain. Wigraine is uncoated; disintegrates in seconds, brings fast relief. Wigraine 
is swallowed easily; no taste or aftertaste problem. In tablets or suppositories, 
both containing the following time-tested formula: 


Ergotamine tartrate 

Caffeine ......... 
|-Belladonna Alkaloids* .... 
Acetophenetidin 


*87.5% hyoscyamine and 
12.5% atropine as sulfates 


for samples write: 


Medical Department 
Organon, Organon Inc., Orange, New Jersey 
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simpler: Preoperative administration of SutFasuxipinE simplifies bowel surgery. 
“Intestinal anastomoses can be performed by the open technic and multiple- 
stage procedures reduced to a single-stage resection.”’* 

smoother: After surgery, “the postoperative course is unusually smooth, abdom- 
inal distention absent, gas pains are mild, and the danger of peritonitis and 
deep abscesses from gross fecal contamination is minimized.”* 

Safer: SuLFASUXIDINE is exceptionally well tolerated—nausea and vomiting prac- 
tically never occur...incidence of other reactions is only one percent. 


*Goodman, L. S., and Gilman, A.: The Pharmacological Basis of Therapeutics, Ed. 2, The Macmillan Company, 1955, p. 1312. 


Daily dosage: 41/2 to 6 tablets six times daily. Children—0.25 Gm./Kg. daily in six divided doses. Available: as 0.5 Gm. tab- 
lets in bottles of 100 and 1000, and as a powder in 1-ib. bottles. Su_rasuxipine is a trademark of Merck & Co., Inc. 


Additional literature is available to physicians on request. 


Merck Sharp & Dohme ovvision of merck & CO. PHILADELPHIA 1, PA. 
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